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The following agenda may not take into consideration all of the administrative regulations that may be removed to complete the 
public comment process or deferred or withdrawn by promulgating agencies. Deferrals and withdrawals may be made any time prior 

to or during the meeting. 
 

Administrative Regulation Review Subcommittee 
TENTATIVE Meeting Agenda 

Tuesday, March 7, 2023 at 8 a.m. 
Annex Room 149 

 
 
 

 

1. CALL TO ORDER AND ROLL CALL 

2. REGULATIONS FOR COMMITTEE REVIEW 
 

OFFICE OF THE GOVERNOR 
 Department of Veterans Affairs 
  State Veteranôs Nursing Home 
 017 KAR 003:020. Changes for room and board, goods, and services at state veteransô nursing homes. 
 

DEPARTMENT OF LAW 
 Kentucky Opioid Abatement Advisory Commission 
 040 KAR 009:010E. General application procedure. (ñEò expires 10-03-2023) (Filed with Ordinary) 
 040 KAR 009:020E. Local government application procedure. (ñEò expires 10-3-2023) (Filed with Ordinary) 
 

GENERAL GOVERNMENT CABINET 
 Auditor of Public Accounts 
  Audits 
 045 KAR 001:030. Audits of sheriffsô tax settlements. 
 

FINANCE AND ADMINISTRATION CABINET 
 Kentucky Retirement Systems 
  General Rules 
 105 KAR 001:001. Definitions for Title 105 of the Kentucky Administrative Regulations. 
 105 KAR 001:365. Hybrid cash balance plan. 
 

BOARDS AND COMMISSIONS 
 Board of Licensure for Long-Term Care Administrators 
 201 KAR 006:060. Fees. (Deferred from August) 
 

 Board of Veterinary Examiners 
 201 KAR 016:550. Authorization for animal control agencies to apply for restricted controlled substances certificate from DEA. 
 201 KAR 016:552. Responsibilities for certified animal control agencies; limitations on drugs. 
 201 KAR 016:560. Certification as an animal euthanasia specialist. 
 201 KAR 016:562. Duties and responsibilities of an animal euthanasia specialist. 
 201 KAR 016:572. Certificate renewal for animal control agencies and animal euthanasia specialists; renewal notice. 
 201 KAR 016:610. Procedures for grievances, investigations, and administrative charges. 
 

 Board of Physical Therapy 
 201 KAR 022:170. Physical Therapy Compact Commission. 
 

 Board of Social Work 
 201 KAR 023:051. Renewal, termination, reinstatement of license. (Filed with Emergency) (Amended After Comments) 
 

 Board of Emergency Medical Services 
 202 KAR 007:201. Emergency medical responders. 
 202 KAR 007:301. Emergency medical technician. 
 202 KAR 007:330. Advanced emergency medical technician. 
 202 KAR 007:401. Paramedics. 
 202 KAR 007:555. Ground agencies. 
 202 KAR 007:601. Training, education, and continuing education. 
 

TOURISM, ARTS AND HERITAGE CABINET 
 Department of Fish and Wildlife Resources 
  Game 
 301 KAR 002:245. Wanton waste and disposal of big game and upland game birds. 
 

 Hunting and Fishing 
 301 KAR 003:120. Commercial nuisance wildlife control. 
 

JUSTICE AND PUBLIC SAFETY CABINET 
 Department of Corrections 
  Office of the Secretary 
 501 KAR 006:040. Kentucky State Penitentiary. (Amended After Comments) 
 

 Department of Juvenile Justice 
  Child Welfare 
 505 KAR 001:120E. Department of Juvenile Justice Policies and Procedures Manual; Health and Safety Services. (ñEò expires 10-10-
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2023) (Filed with Ordinary) 
 505 KAR 001:140E. Department of Juvenile Justice Policies and Procedures Manual: Detention Services. (ñEò expires 10-10-2023) (Filed 
with Ordinary) 
 

EDUCATION AND LABOR CABINET 
 Department of Education 
  Charter Schools 
 701 KAR 008:010. Charter school student application, lottery, and enrollment. (Filed with Emergency) (Not Amended After Comments) 
 701 KAR 008:020. Evaluation of charter school authorizers. (Filed with Emergency) (Not Amended After Comments) 
 701 KAR 008:030. Charter school appeal process. (Filed with Emergency) (Deferred from January) 
 701 KAR 008:040. Conversion charter school petition, conversion, and operation. (Filed with Emergency) (Not Amended After Comments) 
 701 KAR 008:050. Charter school funding. (Filed with Emergency) (Not Amended After Comments) 
 

  Office of Instruction 
 704 KAR 003:303. Required academic standards. 
 

 Academic Standards 
 704 KAR 008:060. Required academic standards for social studies. 
 704 KAR 008:120. Required Kentucky academic standards for science. 
 

 Exceptional and Handicapped Programs 
 707 KAR 001:002. Definitions.  
 

 Office of Unemployment Insurance 
  Unemployment Insurance 
 787 KAR 001:090E. Unemployed workerôs reporting requirements. (ñEò expires 09-18-2023) (Filed with Ordinary) 
 787 KAR 001:100E. Week of unemployment defined. (ñEò expires 09-18-2023) (Filed with Ordinary) 
 

 Department of Workplace Standards 
  Labor Standards; Wages and Hours 
 803 KAR 001:006. Employer-employee relationship. 
 

PUBLIC PROTECTION CABINET 
 Department of Insurance 
  Authorization of Insurers and General Requirements 
 806 KAR 003:250. Cybersecurity reporting procedures. 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
 Office of Inspector General 
 902 KAR 020:470. Kentucky heart attack response and treatment recognition process. (Amended After Comments) 
 902 KAR 020:490E. Rural emergency hospitals. (ñEò expires 09-25-2023) (Filed with Ordinary) 
 

 Department of Medicaid Services 
  Medicaid Services 
 907 KAR 001:026E. Dental servicesô coverage provisions and requirements. (ñEò expires 09-25-2023) (Filed with Ordinary) 
 907 KAR 001:038E. Hearing Program coverage provisions and requirements. (ñEò expires 09-25-2023) (Filed with Ordinary) 
 907 KAR 001:082. Coverage provisions and requirements regarding rural health clinic services. (Amended After Comments) (Deferred 
from October) 
 907 KAR 001:632E. Vision program coverage provisions and requirements. (ñEò expires 09-25-2023) (Filed with Ordinary) 
 

3. REGULATIONS REMOVED FROM MARCHôS AGENDA 
 

BOARDS AND COMMISSIONS 
 Board of Pharmacy 
 201 KAR 002:380. Board authorized protocols. (Filed with Emergency) (Amended After Comments) (Deferred from January) 
 

 Board of Optometric Examiners 
 201 KAR 005:002. Board administration and optometric practice. (Comments Received; SOC ext. due 03-15-2023) 
 

 Board of Dentistry 
 201 KAR 008:532. Licensure of dentists. (Withdrawn) 
 201 KAR 008:562. Licensure of dental hygienists. (Withdrawn) 
 

Board of Social Work 
 201 KAR 023:016. Temporary permission to practice. (Filed with Emergency) (Deferred from January) 
 

PUBLIC PROTECTION CABINET 
 Department of Financial Institutions 
  General Provisions 
 808 KAR 001:170. Licensing and registration. (Deferred from January) 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
 Office of Inspector General 
 902 KAR 020:480. Assisted living communities. (Comments Received; SOC ext. due 03-15-2023) 
 

  Controlled Substances 
 902 KAR 055:110. Monitoring system for prescription controlled substances. (Comments Received; SOC ext. due 03-15-2023) 
 

*Expiration dates in this document have been determined pursuant to KRS Chapter 13A provisions. Other statutes or legislation may affect a 
regulation's actual end date. 
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STANDARD ADMINISTRATIVE REGULATION REVIEW PROCEDURE 
Overview for Regulations Filed under KRS Chapter 13A As Amended by 2021 Legislation 

 
(See KRS Chapter 13A for specific provisions) 

 
Filing and Publication 
 Administrative bodies shall file all proposed administrative regulations with the Regulations Compiler. Filed regulations shall include public 
hearing and comment period information; a regulatory impact analysis and tiering statement; a fiscal note on state and local government; and, 
if applicable, a federal mandate comparison and any required incorporated material. Administrative regulations received by the deadline 
established in KRS 13A.050 shall be published in the Administrative Register. Emergency administrative regulations become effective upon 
filing. 
 
Public Hearing and Public Comment Period 
 The administrative body shall schedule a public hearing on a proposed administrative regulation. The public hearing is held between the 
21st and the last workday of the month in which the public comment period ends. Information about the public comment period shall include: 
the place, time, and date of the hearing; the manner in which a person may submit written comments or a notification to attend the hearing; a 
statement specifying that unless a notification to attend the hearing is received no later than 5 workdays prior to the hearing date, the hearing 
may be cancelled; the deadline for submitting written comments; and the name, position, and contact information of the person to whom 
notifications and written comments shall be sent.  
 
 Public comment periods for ordinary regulations end on the last day of the month following publication; whereas, public comment periods 
for emergency regulations run through the last day of the month in which the regulation was published. For other ordinary regulations with 
open comment periods, please also see last monthôs Administrative Register of Kentucky. 
 
 The administrative body shall notify the Compiler whether the hearing was held or cancelled and whether or not written comments were 
received. If the hearing was held or written comments were received, the administrative body shall file a statement of consideration with the 
Compiler by the fifteenth day of the calendar month following the close of the public comment period. 
 
Review Procedure 
 After the public hearing and public comment period processes are completed, the administrative regulation will be tentatively scheduled for 
review at the next meeting of the Administrative Regulation Review Subcommittee. After review by the subcommittee, the regulation shall be 
referred by the Legislative Research Commission to an appropriate jurisdictional committee for a second review. If a quorum is present, unless 
the regulation is deferred or found deficient, an ordinary regulation shall be considered in effect upon adjournment of the appropriate 
jurisdictional committee or 90 days after being referred by LRC, whichever occurs first. 
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EMERGENCY ADMINISTRATIVE REGULATIONS 
 
 NOTE: Pursuant to KRS 13A.190, emergency regulations expire after 270 days (or 270 days plus the number of days an accompanying 
ordinary is extended) or upon replacement by an ordinary regulation, whichever occurs first. This index reflects the KRS Chapter 13A-
established expiration dates. Other statutes or legislation may affect a regulation's actual end date. 
 
NONE 
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AMENDED IN-PROCESS EMERGENCY ADMINISTRATIVE REGULATIONS 
 
 NOTE: Pursuant to KRS 13A.190, emergency regulations expire after 270 days (or 270 days plus the number of days an accompanying 
ordinary is extended) or upon replacement by an ordinary regulation, whichever occurs first. This index reflects the KRS Chapter 13A-
established expiration dates. Other statutes or legislation may affect a regulation's actual end date. 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(Emergency As Amended at ARRS, February 14, 2023) 

 
 907 KAR 1:026E. Dental services' coverage provisions and 
requirements. 
 
 EFFECTIVE: February 14, 2023 
 Prior versions:  
  Emergency Amendment - 49 Ky.R. 1579 
 RELATES TO: KRS 205.520, 205.622, 205.8451, 313.010, 
313.040, 369.102(8), 369.101 to 369.120, 415.152, 42 C.F.R. 
400.203, 415.170, 415.172, 415.174, 438.2, 45 C.F.R. Parts 160 
and 164, 42 U.S.C. 1320d, 1396a-d 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3)[, 42 U.S.C. 1396a-d] 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services, 
has the responsibility to administer the Medicaid program. KRS 
205.520(3) authorizes the cabinet, by administrative regulation, to 
comply with any requirement that may be imposed or opportunity 
presented by federal law to qualify for federal Medicaid funds. This 
administrative regulation establishes the Kentucky Medicaid 
Program provisions and requirements regarding the coverage of 
dental services. 
 
 Section 1. Definitions. 
 (1) "Comprehensive orthodontic" means a medically necessary 
dental service for treatment of a dentofacial malocclusion which 
requires the application of braces for correction. 
 (2) "Current Dental Terminology" or "CDT" means a publication 
by the American Dental Association of codes used to report dental 
procedures or services. 
 (3) "Debridement" means a preliminary procedure that: 
 (a) Entails the gross removal of plaque and calculus that 
interfere with the ability of a dentist to perform a comprehensive 
oral evaluation; 
 (b) Does not preclude the need for further procedures; and 
 (c) Is separate from a regular cleaning and is usually a 
preliminary or first treatment when an individual has developed 
very heavy plaque or calculus. 
 (4) "Department" means the Department for Medicaid Services 
or its designee. 
 (5) "Direct practitioner interaction[contact]" means the billing 
dentist or oral surgeon is physically present with and evaluates, 
examines, treats, or diagnoses the recipient, unless the service 
can be appropriately performed via telehealth pursuant to 907 KAR 
3:170. 
 (6) "Disabling malocclusion" means a condition that meets the 
criteria established in Section 13(7) of this administrative 
regulation. 
 (7) "Electronic signature" is defined by KRS 369.102(8). 
 (8) "Federal financial participation" is defined by 42 C.F.R. 
400.203. 
 (9) "Incidental" means that a medical procedure: 
 (a) Is performed at the same time as a primary procedure; and 
 (b)1. Requires little additional practitioner resources; or 
 2. Is clinically integral to the performance of the primary 
procedure. 
 (10) "Integral" means that a medical procedure represents a 
component of a more complex procedure performed at the same 
time. 
 (11) ["Locum tenens dentist" means a substitute dentist: 
 (a) Who temporarily assumes responsibility for the professional 
practice of a dentist participating in the Kentucky Medicaid 
Program; and 

 (b) Whose services are paid under the participating dentist's 
provider number. 
 (12)] "Managed care organization" means an entity for which 
the Department for Medicaid Services has contracted to serve as a 
managed care organization as defined by 42 C.F.R. 438.2. 
 (12)[(13)] "Medically necessary" or "medical necessity" means 
that a covered benefit is determined to be needed in accordance 
with 907 KAR 3:130. 
 (13)[(14)] "Mutually exclusive" means that two (2) procedures: 
 (a) Are not reasonably performed in conjunction with one (1) 
another during the same patient encounter on the same date of 
service; 
 (b) Represent two (2) methods of performing the same 
procedure; 
 (c) Represent medically impossible or improbable use of CDT 
codes; or 
(d) Are described in CDT as inappropriate coding of procedure 
combinations. 
 (14)[(15)] "Other licensed medical professional" or "OLMP" 
means a health care provider other than a dentist who has been 
approved to practice a medical specialty by the appropriate 
licensure board. 
 (15)[(16)] "Prepayment review" or "PPR" means a 
departmental review of a claim regarding a recipient who is not 
enrolled with a managed care organization to determine if the 
requirements of this administrative regulation have been met prior 
to authorizing payment. 
 (16)[(17)] "Prior authorization" or "PA" means approval that a 
provider shall obtain from the department before being reimbursed 
for a covered service. 
 (17)[(18)] "Provider" is defined by KRS 205.8451(7). 
 (18)[(19)] "Public health hygienist" means an individual who: 
 (a) Is a dental hygienist as defined by KRS 313.010(6); 
 (b) Meets the public health hygienist requirements established 
in KRS 313.040(8); 
 (c) Meets the requirements for a public health registered dental 
hygienist established in 201 KAR 8:562; and 
 (d) Is employed by or through: 
 1. The Department for Public Health; or 
 2. A governing board of health. 
 (19)[(20)] "Recipient" is defined by KRS 205.8451(9). 
 (20)[(21)] "Resident" is defined by 42 C.F.R. 415.152. 
 (21)[(22)] "Timely filing" means receipt of a claim by Medicaid: 
 (a) Within twelve (12) months of the date the service was 
provided; 
 (b) Within twelve (12) months of the date retroactive eligibility 
was established; or 
 (c) Within six (6) months of the Medicare adjudication date if 
the service was billed to Medicare. 
 
 Section 2. Conditions of Participation. 
 (1) A participating provider shall: 
 (a) Be licensed as a provider in the state in which the practice 
is located; 
 (b) Comply with the terms and conditions established in the 
following administrative regulations: 
 1. 907 KAR 1:005; 
 2. 907 KAR 1:671; and 
 3. 907 KAR 1:672; 
 (c) Comply with the requirements to maintain the confidentiality 
of personal medical records pursuant to 42 U.S.C. 1320d and 45 
C.F.R. Parts 160 and 164;[ and] 
 (d) Comply with all applicable state and federal laws; and 
 (e) Meet all applicable medical and dental standards of 
practice. 
 (2)(a) A participating provider shall: 
 1. Have the freedom to choose whether to accept an eligible 
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Medicaid recipient; and 
 2. Notify the recipient of the decision prior to the delivery of 
service. 
 (b) If the provider accepts the recipient, the provider: 
 1. Shall bill Medicaid rather than the recipient for a covered 
service; 
 2. May bill the recipient for a service not covered by Kentucky 
Medicaid, if the provider informed the recipient of noncoverage 
prior to providing the service; and 
 3. Shall not bill the recipient for a service that is denied by the 
department for: 
 a. Being: 
 (i) Incidental; 
 (ii) Integral; or 
 (iii) Mutually exclusive; 
 b. Incorrect billing procedures, including incorrect bundling of 
procedures; 
 c. Failure to obtain prior authorization for the service; or 
 d. Failure to meet timely filing requirements. 
 (3)(a) In accordance with 907 KAR 17:015, Section 3(3), a 
provider of a service to an enrollee shall not be required to be 
currently participating in the fee-for-service Medicaid program. 
 (b) A provider of a service to an enrollee shall be enrolled in 
the Medicaid program. 
 (4)(a) If a provider receives any duplicate or overpayment from 
the department or managed care organization, regardless of 
reason, the provider shall return the payment to the department or 
managed care organization. 
 (b) Failure to return a payment to the department or managed 
care organization in accordance with paragraph (a) of this 
subsection may be: 
 1. Interpreted to be fraud or abuse; and 
 2. Prosecuted in accordance with applicable federal or state 
law. 
 (c) Nonduplication of payments and third-party liability shall be 
in accordance with 907 KAR 1:005. 
 (d) A provider shall comply with KRS 205.622. 
 
 Section 3. Record Maintenance. (1)(a) A provider shall 
maintain comprehensive legible medical records that substantiate 
the services billed. 
 (b) A dental record shall be considered a medical record. 
 (2) A medical record shall be signed on the date of service by 
the: 
 (a) Provider; or 
 (b) Other practitioner authorized to provide the service in 
accordance with: 
 1. KRS 313.040; and 
 2. 201 KAR 8:562. 
 (3) An X-ray shall be: 
 (a) Of diagnostic quality; and 
 (b) Maintained in a manner that identifies the: 
 1. Recipient's name; 
 2. Service date; and 
 3. Provider's name. 
 (4) A treatment regimen shall be documented to include: 
 (a) Diagnosis; 
 (b) Treatment plan; 
 (c) Treatment and follow-up; and 
 (d) Medical necessity. 
 (5) Medical records, including X-rays, shall be maintained in 
accordance with 907 KAR 1:672. 
 
 Section 4. General and Certain Service Coverage 
Requirements. 
 (1) A covered service shall be: 
 (a) Medically necessary; and 
 (b) Except as provided in subsection (2)[(3)] of this section, 
furnished to a recipient through direct practitioner 
interaction[contact]. 
 (2) [Dental visits shall be limited to twelve (12) visits per year 
per provider for a recipient who is at least twenty-one (21) years of 
age. 

 (3)] A covered service provided by an other licensed medical 
professional (OLMP) shall be covered if the: 
 (a) OLMP is employed by the supervising oral surgeon, dentist, 
or dental group; 
 (b) OLMP is licensed in the state of practice; and 
 (c) Supervising provider has direct practitioner 
interaction[contact] with the recipient, except for a service provided 
by a dental hygienist if the dental hygienist provides the service 
under general supervision of a practitioner in accordance with KRS 
313.040. 
 (3)[(4)](a) A medical resident may provide and the department 
shall cover services if provided under the direction of a program 
participating teaching physician in accordance with 42 C.F.R. 
415.170, 415.172, and 415.174. 
 (b) A dental resident, student, or dental hygiene student may 
provide and the department shall cover services under the 
direction or supervision of a program participating provider in or 
affiliated with an American Dental Association accredited 
institution. 
 (4)[(5) Services provided by a locum tenens dentist shall be 
covered: 
 (a) If the locum tenens dentist: 
 1. Has a national provider identifier (NPI) and provides the NPI 
to the department; 
 2. Does not have a pending criminal or civil investigation 
regarding the provision of services; 
 3. Is not subject to a formal disciplinary sanction from the 
Kentucky Board of Dentistry; and 
 4. Is not subject to any federal or state sanction or penalty that 
would bar the dentist from Medicare or Medicaid participation; and 
 (b) For no more than sixty (60) continuous days. 
 (6)] Preventative services provided by a public health hygienist 
shall be covered. 
 (5)[(7)] The department shall cover the oral pathology 
procedures listed on the DMS Dental Fee Schedule if provided by 
an oral pathologist who meets the condition of participation 
requirements established in Section 2 of this administrative 
regulation. 
 (6)[(8)] Coverage shall be limited to the procedures or services: 
 (a) Identified and established on the DMS Dental Fee 
Schedule; or 
 (b) Established in this administrative regulation. 
 (7)[(9)] The department shall not cover a service provided by a 
provider or practitioner that exceeds the scope of services 
established for the provider or practitioner in: 
 (a) Kentucky Revised Statutes; or 
 (b) Kentucky administrative regulations. 
 
 Section 5. Diagnostic Service Coverage Limitations. 
 (1)(a) Except as provided in paragraph (b) of this subsection, 
coverage for a comprehensive oral evaluation shall be limited to 
one (1) per twelve (12) month period, per recipient, per provider. 
 (b) The department shall cover a second comprehensive oral 
evaluation if the evaluation is provided in conjunction with a 
prophylaxis[ to an individual under twenty-one (21) years of age]. 
 (c) A comprehensive oral evaluation shall not be covered in 
conjunction with the following: 
 1. A limited oral evaluation for trauma related injuries; 
 2. A space maintainer; 
 3. Denture relining; 
 4. A transitional appliance; 
 5. A prosthodontic service; 
 6. Temporomandibular joint therapy; 
 7. An orthodontic service; 
 8. Palliative treatment; 
 9. An extended care facility call; 
 10. A house call; or 
 11. A hospital call. 
 (2)(a) Coverage for a limited oral evaluation shall: 
 1. Be limited to a trauma related injury or acute infection; and 
 2. Be limited to one (1) per date of service, per recipient, per 
provider. 
 (b) A limited oral evaluation shall not be covered in conjunction 
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with another service except for: 
 1. A periapical X-ray; 
 2. A bitewing X-ray; 
 3. A panoramic X-ray; 
 4. Resin, anterior; 
 5. A simple or surgical extraction; 
 6. Surgical removal of a residual tooth root; 
 7. Removal of a foreign body; 
 8. Suture of a recent small wound; 
 9. Intravenous sedation; or 
 10. Incision and drainage of infection. 
 (3)(a) Except as provided in paragraph (b) of this subsection, 
the following limitations shall apply to coverage of a radiograph 
service: 
 1. Bitewing X-rays shall be limited to four (4) per twelve (12) 
month period, per recipient, per provider; 
 2. Periapical X-rays shall be limited to fourteen (14) per twelve 
(12) month period, per recipient, per provider; 
 3. An intraoral complete X-ray series shall be limited to one (1) 
per twenty-four (24) month period, per recipient, per provider; 
 4. Periapical and bitewing X-rays shall not be covered in the 
same twelve (12) month period as an intraoral complete X-ray 
series per recipient, per provider; 
 5. A panoramic film shall: 
 a. Be limited to one (1) per twenty-four (24) month period, per 
recipient, per provider; and 
 b. Require prior authorization in accordance with Section 15(1), 
(2), and (3) of this administrative regulation for a recipient under 
the age of six (6) years; 
 6. A cephalometric film shall be limited to one (1) per twenty-
four (24) month period, per recipient, per provider; or 
 7. A cephalometric and panoramic X-ray shall not be covered 
separately in conjunction with a comprehensive orthodontic 
consultation. 
 (b) The limits established in paragraph (a) of this subsection 
shall not apply to: 
 1. An X-ray necessary for a root canal or oral surgical 
procedure; or 
 2. An X-ray that: 
 a. Exceeds the established service limitations; and 
 b. Is determined by the department to be medically necessary. 
 
 Section 6. Preventive Service Coverage Limitations. 
 (1)(a) Coverage of a prophylaxis shall be limited to[: 
 1. For an individual who is at least twenty-one (21) years of 
age, one (1) per twelve (12) month period, per recipient; and 
 2. For an individual under twenty-one (21) years of age,] one 
(1) per six (6) month period, per recipient. 
 (b) A prophylaxis shall not be covered in conjunction with 
periodontal scaling or root planing. 
 (2)(a) Coverage of a sealant shall be limited to: 
 1. [A recipient of the age five (5) through twenty (20) years; 
 2.] Each six (6) and twelve (12) year molar once every four (4) 
years with a lifetime limit of three (3) sealants per tooth, per 
recipient; and 
 2.[3.] An occlusal surface that is noncavitated. 
 (b) A sealant shall not be covered in conjunction with a 
restorative procedure for the same tooth on the same surface on 
the same date of service. 
 (3)(a) Coverage of a space maintainer shall[: 
 1. Be limited to a recipient under the age of twenty-one (21) 
years; and 
 2.] require the following: 
 1.[a.] Fabrication; 
 2.[b.] Insertion; 
 3.[c.] Follow-up visits; 
 4.[d.] Adjustments; and 
 5.[e.] Documentation in the recipient's medical record to: 
 a.[(i)] Substantiate the use for maintenance of existing 
interdental space; and 
 b.[(ii)] Support the diagnosis and a plan of treatment that 
includes follow-up visits. 
 (b) The date of service for a space maintainer shall be 

considered to be the date the appliance is placed on the recipient. 
 (c) Coverage of a space maintainer, an appliance therapy 
specified in the CDT orthodontic category, or a combination of the 
two (2) shall not exceed two (2) per twelve (12) month period, per 
recipient. 
 
 Section 7. Restorative Service Coverage Limitations. 
 (1) A four (4) or more surface resin-based anterior composite 
procedure shall not be covered if performed for the purpose of 
cosmetic bonding or veneering. 
 (2) Coverage of a prefabricated crown shall[: 
 (a) Be limited to a recipient under the age of twenty-one (21) 
years; and 
 (b)] include any procedure performed for restoration of the 
same tooth. 
 (3) Coverage of a pin retention procedure shall be limited to: 
 (a) A permanent molar; 
 (b) One (1) per tooth, per date of service, per recipient; and 
 (c) Two (2) per permanent molar, per recipient. 
 (4) Coverage of a restorative procedure performed in 
conjunction with a pin retention procedure shall be limited to one 
(1) of the following: 
 (a) An appropriate medically necessary restorative material 
encompassing three (3) or more surfaces; 
 (b) A permanent prefabricated resin crown; or 
 (c) A prefabricated stainless steel crown. 
 
 Section 8. Endodontic Service Coverage Limitations. 
 (1) [Coverage of the following endodontic procedures shall be 
limited to a recipient under the age of twenty-one (21) years: 
 (a) A pulp cap direct; 
 (b) Therapeutic pulpotomy; or 
 (c) Root canal therapy. 
 (2)] A therapeutic pulpotomy shall not be covered if performed 
in conjunction with root canal therapy. 
 (2)[(3)](a) Coverage of root canal therapy shall require: 
 1. Treatment of the entire tooth; 
 2. Completion of the therapy; and 
 3. An X-ray taken before and after completion of the therapy. 
 (b) The following root canal therapy shall not be covered: 
 1. The Sargenti method of root canal treatment; or 
 2. A root canal that does not treat all root canals on a multi-
rooted tooth. 
 
 Section 9. Periodontic Service Coverage Limitations. 
 (1) Coverage of a gingivectomy or gingivoplasty procedure 
shall require prepayment review and shall be limited to: 
 (a) A recipient with gingival overgrowth due to a: 
 1. Congenital condition; 
 2. Hereditary condition; or 
 3. Drug-induced condition; and 
 (b) One (1) per tooth or per quadrant, per provider, per 
recipient per twelve (12) month period. 
 [1. Coverage of a quadrant procedure shall require a minimum 
of a four (4) tooth area within the same quadrant. 
 2. Coverage of a per-tooth procedure shall be limited to no 
more than three (3) teeth within the same quadrant.] 
 (2) Coverage of a gingivectomy or gingivoplasty procedure 
shall require documentation in the recipient's medical record that 
includes: 
 (a) Pocket-depth measurements; 
 (b) A history of nonsurgical services; and 
 (c) A prognosis. 
 (3) Coverage for a periodontal scaling and root planing 
procedure shall: 
 (a) Not exceed one (1) per quadrant, per twelve (12) months, 
per recipient, per provider; 
 (b) Require prior authorization in accordance with Section 
15(1), (2), and (4) of this administrative regulation; and 
 (c) Require documentation to include: 
 1. A periapical film or bitewing X-ray; 
 2. Periodontal charting of preoperative pocket depths; and 
 3. A photograph, if applicable. 
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 (4)[(a) Coverage of a quadrant procedure shall require a 
minimum of a four (4) tooth area within the same quadrant. 
 (b) Coverage of a per-tooth procedure shall be limited to no 
more than three (3) teeth. 
 (5)] Periodontal scaling and root planing shall not be covered if 
performed in conjunction with dental prophylaxis. 
 [(6)(a) A full mouth debridement shall only be covered for a 
pregnant woman. 
 (b) More than one (1) full mouth debridement per pregnancy 
shall not be covered.] 
 
 Section 10. Prosthodontic Service Coverage Limitations. (1) [A 
removable prosthodontic or denture repair shall be limited to a 
recipient under the age of twenty-one (21) years. 
 (2)] A denture repair in the following categories shall not 
exceed three (3) repairs per twelve (12) month period, per 
recipient: 
 (a) Repair resin denture base; or 
 (b) Repair cast framework. 
 (2)[(3)] Coverage for the following services shall not exceed 
one (1) per twelve (12) month period, per recipient: 
 (a) Replacement of a broken tooth on a denture; 
 (b) Laboratory relining of: 
 1. Maxillary dentures; or 
 2. Mandibular dentures; 
 (c) An interim maxillary partial denture; or 
 (d) An interim mandibular partial denture. 
 (3)[(4)] An interim maxillary or mandibular partial denture shall 
be limited to use: 
 (a) During a transition period from a primary dentition to a 
permanent dentition; 
 (b) For space maintenance or space management; or 
 (c) As interceptive or preventive orthodontics. 
 
 Section 11. Maxillofacial Prosthetic Service Coverage 
Limitations. The following services shall be covered if provided by 
a board eligible or board certified prosthodontist: 
 (1) A nasal prosthesis; 
 (2) An auricular prosthesis; 
 (3) A facial prosthesis; 
 (4) A mandibular resection prosthesis; 
 (5) A pediatric speech aid; 
 (6) An adult speech aid; 
 (7) A palatal augmentation prosthesis; 
 (8) A palatal lift prosthesis; 
 (9) An oral surgical splint; or 
 (10) An unspecified maxillofacial prosthetic. 
 
 Section 12. Oral and Maxillofacial Service Coverage 
Limitations. (1) The simple use of a dental elevator shall not 
constitute a surgical extraction. 
 (2) Root removal shall not be covered on the same date of 
service as the extraction of the same tooth. 
 (3) Coverage of surgical access of an unerupted tooth shall: 
 (a) Be limited to exposure of the tooth for orthodontic 
treatment; and 
 (b) Require prepayment review. 
 (4) Coverage of alveoplasty shall: 
 (a) Be limited to one (1) per quadrant, per lifetime, per 
recipient; and 
 (b) Require a minimum of a four (4) tooth area within the same 
quadrant. 
 (5) An occlusal orthotic device shall: 
 (a) Be covered for temporomandibular joint therapy; 
 (b) Require prior authorization in accordance with Section 
15(1), (2), and (5) of this administrative regulation; and 
 (c) [Be limited to a recipient under the age of twenty-one (21) 
years; and 
 (d)] Be limited to one (1) per lifetime, per recipient. 
 (6) Frenulectomy shall be limited to two (2) per date of service. 
 (7) Coverage shall be limited to one (1) per lifetime, per 
recipient, for removal of the following: 
 (a) Torus palatinus (maxillary arch); 

 (b) Torus mandibularis (lower left quadrant); or 
 (c) Torus mandibularis (lower right quadrant). 
 
 Section 13. Orthodontic Service Coverage Limitations. (1) 
Coverage of an orthodontic service shall[: 
 (a) Be limited to a recipient under the age of twenty-one (21) 
years; and 
 (b)] require prior authorization except as established in Section 
15(1)(b) of this administrative regulation. 
 (2) The combination of space maintainers and appliance 
therapy shall be limited to two (2) per twelve (12) month period, per 
recipient. 
 (3) Space maintainers and appliance therapy shall not be 
covered in conjunction with comprehensive orthodontics. 
 (4) Orthodontic braces shall be limited to recipients under the 
age of twenty-one (21) years. 
 (5) Space maintainers shall be allowed for adults when: 
 (a) There has been an extraction or lost tooth; 
 (b) A permanent tooth is waiting for a partial; 
 (c) In preparation for an implant, if an implant is medically 
necessary and approved; 
 (d) A third molar is partially erupted; or 
 (e) There is a congenitally missing tooth. 
 (6) The department shall only cover new orthodontic brackets 
or appliances. 
 (7)[(5)] An appliance for minor tooth guidance shall not be 
covered for the control of harmful habits. 
 (8)[(6)] In addition to the limitations specified in subsection (1) 
of this section, a comprehensive orthodontic service shall: 
 (a) Require a referral by a dentist; and 
 (b) Be limited to the correction of a disabling malocclusion for 
transitional, full permanent dentition, or treatment of a cleft palate 
or severe facial anomaly. 
 (9)[(7)] A disabling malocclusion shall: 
 (a) Exist if a patient: 
 1. Exhibits a severe overbite encompassing one (1) or more 
teeth in palatal impingement diagnosed by a lingual view of 
orthodontic models (stone or digital) showing palatal soft tissue 
contact; 
 2. Exhibits a true anterior open bite: 
 a. Either skeletal or habitual in nature that if left untreated will 
result in: 
 (i) The open bite persisting; or 
 (ii) A medically documented speech impediment; and 
 b. That does not include: 
 (i) One (1) or two (2) teeth slightly out of occlusion; or 
 (ii) Where the incisors have not fully erupted; 
 3. Demonstrates a significant antero-posterior discrepancy 
(Class II or III malocclusion that is comparable to at least one (1) 
full tooth Class II or III): 
 a. Dental or skeletal; and 
 b. If skeletal, requires a traced cephalometric radiograph 
supporting significant skeletal malocclusion; 
 4. Has an anterior crossbite that involves: 
 a. More than two (2) teeth within the same arch; or 
 b. A single tooth crossbite if there is evident detrimental 
changes in supporting tissues including: 
 (i) Obvious gingival stripping; or 
 (ii) A functional shift of the mandible or severe dental attrition 
for an individual under the age of twelve (12) years; or 
 c. An edge to edge crossbite if there is severe dental attrition 
due to a traumatic occlusion; 
 5. Demonstrates a handicapping posterior transverse 
discrepancy that: 
 a. May include several teeth, one (1) of which shall be a molar; 
and 
 b. Is handicapping in a function fashion as follows: 
 (i) Functional shift; 
 (ii) Facial asymmetry; or 
 (iii) A complete buccal or lingual crossbite; 
 6. Demonstrates a medically documented speech pathology 
resulting from the malocclusion; 
 7. Demonstrates a significant posterior open bite that does not 
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involve: 
 a. Partially erupted teeth; or 
 b. One (1) or two (2) teeth slightly out of occlusion; 
 8. Except for third molars, demonstrates an impacted tooth 
that: 
 a. Will not erupt into the arch without orthodontic or surgical 
intervention; and 
 b.(i) Shows a documented pathology; or 
 (ii) Poses a significant threat to the integrity of the remaining 
dentition or to the health of the patient; 
 9. Has an extreme overjet in excess of eight (8) millimeters and 
one (1) of the skeletal conditions specified in subparagraphs 1 
through 8 of this paragraph; 
 10. Has trauma or injury resulting in severe misalignment of 
the teeth or alveolar structures and does not include simple loss of 
teeth with no other affects; 
 11. Has a congenital or developmental disorder giving rise to a 
handicapping malocclusion; 
 12. Has a significant facial discrepancy requiring a combined 
orthodontic and orthognathic surgery treatment approach; or 
 13. Has developmental anodontia in which several congenitally 
missing teeth result in a handicapping malocclusion or arch 
deformation; and 
 (b) Not include: 
 1. One (1) or two (2) teeth being slightly out of occlusion; 
 2. Incisors not having fully erupted; or 
 3. A bimaxillary protrusion. 
 (10)[(8)] Coverage of comprehensive orthodontic treatment 
shall not include orthognathic surgery. 
 (11)[(9)] If comprehensive orthodontic treatment is 
discontinued prior to completion, the provider shall submit to the 
department: 
 (a) Documentation of the referral referenced in subsection 
(8)[(6)] of this section; and 
 (b) A letter detailing: 
 1. Treatment provided, including dates of service; 
 2. Current treatment status of the patient; and 
 3. Charges for the treatment provided. 
 (12)[(10)] Remaining portions of comprehensive orthodontic 
treatment may be authorized for prorated coverage upon 
compliance with the prior authorization requirements specified in 
Section 15(1), (2), and (7) of this administrative regulation if 
treatment: 
 (a) Is transferred to another provider; or 
 (b) Began prior to Medicaid eligibility. 
 
 Section 14. Adjunctive General Service Coverage Limitations. 
(1)(a) Coverage of palliative treatment for dental pain shall be 
limited to one (1) per date of service, per recipient, per provider. 
 (b) Palliative treatment for dental pain shall not be covered in 
conjunction with another service except for a radiograph. 
 (2)(a) Coverage of a hospital or ambulatory surgical center call 
or extended care facility call shall be limited to one (1) per date of 
service, per recipient, per provider. 
 (b) A hospital call, ambulatory surgical center call, or extended 
care facility call shall not be covered in conjunction with: 
 1. Limited oral evaluation; or 
 2. Comprehensive oral evaluation[; or 
 3. Treatment of dental pain]. 
 (3) Intravenous sedation shall not be covered for local 
anesthesia or nitrous oxide. 
 
 Section 15. Prior Authorization. (1)(a) The prior authorization 
requirements established in this administrative regulation shall 
apply to services for a recipient who is not enrolled with a managed 
care organization. 
 (b) A managed care organization shall not be required to apply 
the prior authorization requirements established in this 
administrative regulation for a recipient who is enrolled with the 
managed care organization. 
 (c) Prior authorization shall be required for the following: 
 1. A panoramic film for a recipient under the age of six (6) 
years; 

 2. Periodontal scaling and root planing; 
 3. An occlusal orthotic device; 
 4. A preorthodontic treatment visit; 
 5. Removable appliance therapy; 
 6. Fixed appliance therapy; or 
 7. A comprehensive orthodontic service. 
 (2) A provider shall request prior authorization by submitting 
the following information to the department: 
 (a) A MAP[-]9, Prior Authorization for Health Services; 
 (b) Additional forms or information as specified in subsections 
(3) through (8) of this section; and 
 (c) Additional information required to establish medical 
necessity if requested by the department. 
 (3) A request for prior authorization of a panoramic film shall 
include a letter of medical necessity. 
 (4) A request for prior authorization of periodontal scaling and 
root planing shall include periodontal charting of preoperative 
pocket depths. 
 (5) A request for prior authorization of an occlusal orthotic 
device shall include a MAP 306, Temporomandibular Joint (TMJ) 
Assessment Form. 
 (6) A request for prior authorization of removable and fixed 
appliance therapy shall include: 
 (a) A MAP 396, Kentucky Medicaid Program Orthodontic 
Evaluation Form; 
 (b) Panoramic film or intraoral complete series; and 
 (c) Dental models or the digital equivalent of dental models. 
 (7) A request for prior authorization for comprehensive 
orthodontic services shall include: 
 (a) A MAP 396, Kentucky Medicaid Program Orthodontic 
Evaluation Form; 
 (b) A MAP 9A, Kentucky Medicaid Program Orthodontic 
Services Agreement; 
 (c) A cephalometric X-ray with tracing; 
 (d) A panoramic X-ray; 
 (e) Intraoral and extraoral facial frontal and profile pictures; 
 (f) An occluded and trimmed dental model or the digital 
equivalent of a model; and 
 (g) An oral surgeon's pretreatment work up notes if 
orthognathic surgery is required. 
 (8) If prior authorization for comprehensive orthodontic 
services is given following a request submitted pursuant to 
subsection (7) of this section, additional information shall be 
submitted as required in this subsection. 
 (a) After six (6) monthly visits are completed, but not later than 
twelve (12) months after the banding date of service, the provider 
shall submit: 
 1. A MAP 559, Six (6) Month Orthodontic Progress Report; and 
 2. An additional MAP 9, Prior Authorization for Health Services. 
 (b) Within three (3) months following completion of the 
comprehensive orthodontic treatment, the provider shall submit: 
 1. Beginning and final records; and 
 2. A MAP 700, Kentucky Medicaid Program Orthodontic Final 
Case Submission. 
 (9) Upon receipt and review of the materials required in 
subsection (7)(a) through (g) of this section, the department may 
request a second opinion from another provider regarding the 
proposed comprehensive orthodontic treatment. 
 (10) If a service that requires prior authorization is provided 
before the prior authorization is received, the provider shall 
assume the financial risk that the prior authorization may not be 
subsequently approved. 
 (11)(a) Prior authorization shall not be a guarantee of recipient 
eligibility. 
 (b) Eligibility verification shall be the responsibility of the 
provider. 
 (12) Upon review and determination by the department that 
removing a prior authorization requirement shall be in the best 
interest of a Medicaid recipient, the prior authorization requirement 
for a specific covered benefit shall be discontinued, at which time 
the covered benefit shall be available to all recipients without prior 
authorization, as necessary, an age limit related prior authorization 
may continue to be enforced. 
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 Section 16. Use of Electronic Signatures. (1) The creation, 
transmission, storage, and other use of electronic signatures and 
documents shall comply with the requirements established in KRS 
369.101 to 369.120. 
 (2) A dental service provider that chooses to use electronic 
signatures shall: 
 (a) Develop and implement a written security policy that shall: 
 1. Be adhered to by each of the provider's employees, officers, 
agents, or contractors; 
 2. Identify each electronic signature for which an individual has 
access; and 
 3. Ensure that each electronic signature is created, 
transmitted, and stored in a secure fashion; 
 (b) Develop a consent form that shall: 
 1. Be completed and executed by each individual using an 
electronic signature; 
 2. Attest to the signature's authenticity; and 
 3. Include a statement indicating that the individual has been 
notified of his or her responsibility in allowing the use of the 
electronic signature; and 
 (c) Provide the department, immediately upon request, with: 
 1. A copy of the provider's electronic signature policy; 
 2. The signed consent form; and 
 3. The original filed signature. 
 
 Section 17. Auditing Authority. (1) The department or the 
managed care organization in which an enrollee is enrolled shall 
have the authority to audit any: 
 (a) Claim; 
 (b) Medical record; or 
 (c) Documentation associated with any claim or medical 
record. 
 (2) A dental record shall be considered a medical record. 
 
 Section 18. Federal Approval and Federal Financial 
Participation. The coverage provisions and requirements 
established in this administrative regulation shall be contingent 
upon: 
 (1) Receipt of federal financial participation for the coverage; 
and 
 (2) Centers for Medicare and Medicaid Services' approval of 
the coverage. 
 
 Section 19. Appeal Rights. An appeal of a department decision 
regarding a Medicaid recipient who is: 
 (1) Enrolled with a managed care organization shall be in 
accordance with 907 KAR 17:010; or 
 (2) Not enrolled with a managed care organization shall be in 
accordance with 907 KAR 1:563. 
 
 Section 20. Incorporation by Reference. (1) The following 
material is incorporated by reference: 
 (a) "MAP 9, Prior Authorization for Health Services", December 
1995; 
 (b) "MAP 9A, Kentucky Medicaid Program Orthodontic 
Services Agreement", December 1995; 
 (c) "MAP 306, Temporomandibular Joint (TMJ) Assessment 
Form", December 1995; 
 (d) "MAP 396, Kentucky Medicaid Program Orthodontic 
Evaluation Form", March 2001; 
 (e) "MAP 559, Six (6) Month Orthodontic Progress Report", 
December 1995; 
 (f) "MAP 700, Kentucky Medicaid Program Orthodontic Final 
Case Submission", December 1995; and 
 (g) "DMS Dental Fee Schedule", December 2015. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law: 
 (a) At the Department for Medicaid Services, 275 East Main 
Street, Frankfort, Kentucky 40621, Monday through Friday, 8 a.m. 
to 4:30 p.m.; or 
 (b) Online at the department's Web site located at 
https://chfs.ky.gov/agencies/dms/dpo/bpb/Pages/dental.aspx[http://

www.chfs.ky.gov/dms/incorporated.htm]. 
 
 Section 21. This administrative regulation was found 
deficient by the Administrative Regulation Review 
Subcommittee on February 14, 2023. 
 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(Emergency As Amended at ARRS, February 14, 2023) 

 
 907 KAR 1:038E. Hearing Program coverage provisions 
and requirements. 
 
 EFFECTIVE: February 14, 2023 
 Prior versions:  
  Emergency Amendment - 49 Ky.R. 1586 
 RELATES TO: KRS 205.520, 205.622, 205.8451(9), 
334.010(4), (9), 334A.020(5), 334A.030, 42 C.F.R. 400.203, 
438.20,[,,] 457.310, 42 U.S.C. 1396a, b, d, 1396r-6 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3) 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services 
has responsibility to administer the Medicaid Program. KRS 
205.520(3) authorizes the cabinet, by administrative regulation, to 
comply with any requirement that may be imposed or opportunity 
presented by federal law to qualify for federal Medicaid funds. This 
administrative regulation establishes the Medicaid Program 
provisions and requirements regarding the coverage of audiology 
services and hearing instruments. 
 
 Section 1. Definitions. 
 (1) "Audiologist" is defined by KRS 334A.020(5). 
 (2) "CPT code" means a code used for reporting procedures 
and services performed by medical practitioners and published 
annually by the American Medical Association in Current 
Procedural Terminology. 
 (3) "Department" means the Department for Medicaid Services 
or its designee. 
 (4) "Enrollee" means a recipient who is enrolled with a 
managed care organization. 
 (5) "Federal financial participation" is defined by 42 C.F.R. 
400.203. 
 (6) "Healthcare Common Procedure Coding System" or 
"HCPCS" means a collection of codes acknowledged by the 
Centers for Medicare and Medicaid Services (CMS) that 
represents procedures or items. 
 (7) "Hearing instrument" is defined by KRS 334.010(4). 
 (8) "Managed care organization" means an entity for which the 
Department for Medicaid Services has contracted to serve as a 
managed care organization as defined by 42 C.F.R. 438.2. 
 (9) "Medically necessary" or "medical necessity" means that a 
covered benefit is determined to be needed in accordance with 907 
KAR 3:130. 
 (10) "Recipient" is defined by KRS 205.8451(9). 
 (11) "Specialist in hearing instruments" is defined by KRS 
334.010(9). 
 
 Section 2. General Requirements. 
 (1)(a) For the department to reimburse for a service or item, 
the service or item shall: 
 1. Be provided: 
 a. To a recipient[: 
 (i) Under the age of twenty-one (21) years, including the month 
in which the recipient becomes twenty-one (21); or 
 (ii) For evaluation and testing services, not limited by age, by 

mailto:https://apps.legislature.ky.gov/law/kar/registers/49Ky_R_2022-23/08_Feb.pdf
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an audiologist, only if the recipient has received a referral from a 
physician]; and 
 b. By a provider who is: 
 (i) Enrolled in the Medicaid Program pursuant to 907 KAR 
1:672; 
 (ii) Except as provided by paragraph (b) of this subsection, 
currently participating in the Medicaid Program pursuant to 907 
KAR 1:671; and 
 (iii) Authorized to provide the service in accordance with this 
administrative regulation; 
 2. Be covered in accordance with this administrative regulation; 
 3. Be medically necessary; and 
 4. Have a CPT code or HCPCS code that is listed on the most 
current Department for Medicaid Services Hearing Program Fee 
Schedule, posted on the department Web site at: 
https://chfs.ky.gov/agencies/dms/Pages/feesrates.aspx. Any fee 
schedule posted shall comply with all relevant existing rate 
methodologies utilized by the department and established by state 
and federal law. As appropriate and relevant, the department shall 
utilize the Medicaid Physician Fee Schedule established in 907 
KAR 3:010 to inform and populate the Hearing Program Fee 
Schedule. 
 (b) In accordance with 907 KAR 17:015, Section 3(3), a 
provider of a service to an enrollee shall not be required to be 
currently participating in the fee-for-service Medicaid Program. 
 (2)(a) If a procedure is part of a comprehensive service, the 
department shall: 
 1. Not reimburse separately for the procedure; and 
 2. Reimburse one (1) payment representing reimbursement for 
the entire comprehensive service. 
 (b) A provider shall not bill the department multiple procedures 
or procedural codes if one (1) CPT code or HCPCS code is 
available to appropriately identify the comprehensive service 
provided. 
 (3) A provider shall comply with: 
 (a) 907 KAR 1:671; 
 (b) 907 KAR 1:672; and 
 (c) All applicable state and federal laws. 
 (4)(a) If a provider receives any duplicate payment or 
overpayment from the department, regardless of reason, the 
provider shall return the payment to the department. 
 (b) Failure to return a payment to the department in 
accordance with paragraph (a) of this subsection may be: 
 1. Interpreted to be fraud or abuse; and 
 2. Prosecuted in accordance with applicable federal or state 
law. 
 (c) Nonduplication of payments and third-party liability shall be 
in accordance with 907 KAR 1:005. 
 (d) A provider shall comply with KRS 205.622. 
 (5)(a) An in-state audiologist shall: 
 1. Maintain a current, unrevoked, and unsuspended license in 
accordance with KRS Chapter 334A; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; and 
 3. Annually submit proof of the license referenced in 
subparagraph 1. of this paragraph to the department. 
 (b) An out-of-state audiologist shall: 
 1. Maintain a current, unrevoked, and unsuspended license to 
practice audiology in the state in which the audiologist is licensed; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; 
 3. Annually submit proof of the license referenced in 
subparagraph 1. of this paragraph to the department; 
 4. Maintain a Certificate of Clinical Competence issued to the 
audiologist by the American Speech-Language-Hearing 
Association; and 
 5. Before enrolling in the Kentucky Medicaid Program, submit 
proof of having a Certificate of Clinical Competence issued to the 
audiologist by the American Speech-Language-Hearing 
Association. 
 (c) If an audiologist fails to comply with paragraph (a) or (b) of 

this subsection, as applicable based on if the audiologist is in-state 
or out-of-state, the: 
 1. Audiologist shall be ineligible to be a Kentucky Medicaid 
Program provider; and 
 2. Department shall not reimburse for any service or item 
provided by the audiologist effective with the date the audiologist 
fails or failed to comply. 
 (6)(a) An in-state specialist in hearing instruments shall: 
 1. Maintain a current, unrevoked, and unsuspended license 
issued by the Kentucky Licensing Board for Specialists in Hearing 
Instruments; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; 
 3. Annually submit proof of the license referenced in 
subparagraph 1. of this paragraph to the department; 
 4. Maintain a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association; and 
 5. Before enrolling in the Kentucky Medicaid Program, submit 
proof of having a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association. 
 (b) An out-of-state specialist in hearing instruments shall: 
 1. Maintain a current, unrevoked, and unsuspended license 
issued by the licensing board with jurisdiction over specialists in 
hearing instruments in the state in which the license is held; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; 
 3. Annually submit proof of the license referenced in 
subparagraph 1 of this paragraph to the department; 
 4. Maintain a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association; and 
 5. Before enrolling in the Kentucky Medicaid Program, submit 
proof of having a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association. 
 (c) If a specialist in hearing instruments fails to comply with 
paragraph (a) or (b) of this subsection, as applicable based on if 
the specialist in hearing instruments is in-state or out-of-state, the: 
 1. Specialist in hearing instruments shall be ineligible to be a 
Kentucky Medicaid Program provider; and 
 2. Department shall not reimburse for any service or item 
provided by the specialist in hearing instruments effective with the 
date the specialist in hearing instruments fails or failed to comply. 
 
 Section 3. Audiology Services. 
 (1) Audiology service coverage shall be limited to one (1) 
complete hearing evaluation per calendar year. 
 (2) Unless a recipient's health care provider demonstrates, and 
the department agrees, that an additional hearing instrument 
evaluation is medically necessary, a hearing instrument evaluation 
shall: 
 (a) Include three (3) follow-up visits, which shall be: 
 1. Within the six (6) month period immediately following the 
fitting of a hearing instrument; and 
 2. Related to the proper fit and adjustment of the hearing 
instrument; and 
 (b) Include one (1) additional follow-up visit, which shall be: 
 1. At least six (6) months following the fitting of the hearing 
instrument; and 
 2. Related to the proper fit and adjustment of the hearing 
instrument. 
 (3)(a) A referral by a physician to an audiologist shall be 
required for an audiology service. 
 (b) The department shall not cover an audiology service if a 
referral from a physician to the audiologist was not made. 
 (c) An office visit with a physician shall not be required prior to 
the referral to the audiologist for the audiology service. 
 
 Section 4. Hearing Instrument Coverage. Hearing instrument 
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benefit coverage shall: 
 (1) If the benefit is a hearing instrument model, be for a hearing 
instrument model that is: 
 (a) Recommended by an audiologist licensed pursuant to KRS 
334A.030; and 
 (b) Available through a Medicaid-participating specialist in 
hearing instruments; and 
 (2) Except as provided by Section 5(3) of this administrative 
regulation, not exceed $800 per ear every thirty-six (36) months. 
 
 Section 5. Replacement of a Hearing Instrument. 
 (1) The department shall reimburse for the replacement of a 
hearing instrument if: 
 (a) A loss of the hearing instrument necessitates replacement; 
 (b) Extensive damage has occurred necessitating replacement; 
or 
 (c) A medical condition necessitates the replacement of the 
previously prescribed hearing instrument in order to accommodate 
a change in hearing loss. 
 (2) If replacement of a hearing instrument is necessary within 
twelve (12) months of the original fitting, the replacement hearing 
instrument shall be fitted upon the signed and dated 
recommendation from an audiologist. 
 (3) If replacement of a hearing instrument becomes necessary 
beyond twelve (12) months from the original fitting: 
 (a) The recipient shall be examined by a physician with a 
referral to an audiologist; and 
 (b) The recipient's hearing loss shall be re-evaluated by an 
audiologist. 
 
 Section 6. Noncovered Services. The department shall not 
reimburse for: 
 (1) A routine screening of an individual or group of individuals 
for identification of a hearing problem; 
 (2) Hearing therapy except as covered through the six (6) 
month adjustment counseling following the fitting of a hearing 
instrument; 
 (3) Lip reading instructions except as covered through the six 
(6) month adjustment counseling following the fitting of a hearing 
instrument; 
 (4) A service for which the recipient has no obligation to pay 
and for which no other person has a legal obligation to provide or 
to make payment; 
 (5) A telephone call; 
 (6) A service associated with investigational research; or 
 (7) A replacement of a hearing instrument for the purpose of 
incorporating a recent improvement or innovation unless the 
replacement results in appreciable improvement in the recipient's 
hearing ability as determined by an audiologist. 
 
 Section 7. Equipment. 
 (1) Equipment used in the performance of a test shall meet the 
current standards and specifications established by the American 
National Standards Institute. 
 (2)(a) A provider shall ensure that any audiometer used by the 
provider or provider's staff shall: 
 1. Be checked at least once per year to ensure proper 
functioning; and 
 2. Function properly. 
 (b) A provider shall: 
 1. Maintain proof of calibration and any repair, if any repair 
occurs; and 
 2. Make the proof of calibration and repair, if any repair occurs, 
available for departmental review upon the department's request. 
 
 Section 8. Federal Approval and Federal Financial 
Participation. The department's coverage of services pursuant to 
this administrative regulation shall be contingent upon: 
 (1) Receipt of federal financial participation for the coverage; 
and 
 (2) Centers for Medicare and Medicaid Services' approval for 
the coverage. 
 

 Section 9. Appeal Rights. An appeal of a negative action 
regarding a Medicaid recipient who is: 
 (1) Enrolled with a managed care organization shall be in 
accordance with 907 KAR 17:010; or 
 (2) Not enrolled with a managed care organization shall be in 
accordance with 907 KAR 1:563. 
 
 Section 10. This administrative regulation was found 
deficient by the Administrative Regulation Review 
Subcommittee on February 14, 2023. 
 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(Emergency As Amended at ARRS, February 14, 2023) 

 
 907 KAR 1:632E. Vision program coverage provisions and 
requirements. 
 
 EFFECTIVE: February 14, 2023 
 Prior versions:  
  Emergency Amendment - 49 Ky.R. 1590 
 RELATES TO: KRS 205.520, 205.622, 205.8451(7), (9), 
Chapter 320, Chapter 326, 326.030, 326.040, 369.101 to 369.120, 
42 C.F.R. 400.203, 431.17, 438.2, 440.40, 440.60, 447 Subpart B, 
[42 U.S.C. 1396a-d, ]45 C.F.R. 147.126, Parts 160 and 164, 
164.306, 164.316, 42 U.S.C. 1320d to 1320d-8, 1396a-d 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3), 42 C.F.R. 441.30, 42 C.F.R. 441.56(c)(1) 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services 
has responsibility to administer the Medicaid Program. KRS 
205.520(3) authorizes the cabinet, by administrative regulation, to 
comply with any requirement that may be imposed, or opportunity 
presented, by federal law to qualify for federal Medicaid funds. This 
administrative regulation establishes the Kentucky Medicaid 
Program provisions and requirements regarding the coverage of 
vision services. 
 
 Section 1. Definitions. 
 (1) "Current procedural terminology code" or "CPT code" 
means a code used for reporting procedures and services 
performed by medical practitioners and published annually by the 
American Medical Association in Current Procedural Terminology. 
 (2) "Department" means the Department for Medicaid 
Services[Servicers] or its designee. 
 (3) "Enrollee" means a recipient who is enrolled with a 
managed care organization. 
 (4) "Federal financial participation" is defined by 42 C.F.R. 
400.203. 
 (5) "Healthcare Common Procedure Coding System" or 
"HCPCS" means a collection of codes acknowledged by the 
Centers for Medicare and Medicaid Services (CMS) that 
represents procedures or items. 
 (6) "Managed care organization" means an entity for which the 
Department for Medicaid Services has contracted to serve as a 
managed care organization as defined in 42 C.F.R. 438.2. 
 (7) "Medicaid basis" means a scenario in which: 
 (a) A provider provides a service to a recipient as a Medicaid-
participating provider in accordance with: 
 1. 907 KAR 1:671; and 
 2. 907 KAR 1:672; 
 (b) The Medicaid Program is the payer for the service; and 
 (c) The recipient is not liable for payment to the provider for the 
service other than any cost sharing obligation owed by the 
recipient to the provider. 
 (8) "Medically necessary" or "medical necessity" means that a 
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covered benefit is determined to be needed in accordance with 907 
KAR 3:130. 
 (9) "Ophthalmic dispenser" means an individual who is 
qualified to engage in the practice of ophthalmic dispensing in 
accordance with KRS 326.030 or 326.040. 
 (10) "Optometrist" means an individual who is licensed as an 
optometrist in accordance with KRS Chapter 320. 
 (11) "Provider" is defined by KRS 205.8451(7). 
 (12) "Recipient" is defined by KRS 205.8451(9). 
 
 Section 2. General Requirements and Conditions of 
Participation. 
 (1)(a) For the department to reimburse for a vision service or 
item, the service or item shall be: 
 1. Provided: 
 a. To a recipient; and 
 b. By a provider who is: 
 (i) Enrolled in the Medicaid Program pursuant to 907 KAR 
1:672; 
 (ii) Except as provided in paragraph (b) of this subsection, 
currently participating in the Medicaid Program pursuant to 907 
KAR 1:671; and 
 (iii) Authorized by this administrative regulation to provide the 
given service or item; 
 2. Covered in accordance with this administrative regulation; 
 3. Medically necessary; 
 4. A service or item authorized within the scope of the 
provider's licensure; and 
 5. A service or item listed on the Department for Medicaid 
Services Vision Program Fee Schedule. 
 (b) In accordance with 907 KAR 17:015, Section 3(3), a 
provider of a service to an enrollee shall not be required to be 
currently participating in the fee-for-service Medicaid Program. 
 (2)(a) To be recognized as an authorized provider of vision 
services, an optometrist shall: 
 1. Be licensed by the: 
 a. Kentucky Board of Optometric Examiners; or 
 b. Optometric examiner board in the state in which the 
optometrist practices if the optometrist practices in a state other 
than Kentucky; 
 2. Submit to the department proof of licensure upon initial 
enrollment in the Kentucky Medicaid Program; and 
 3. Annually submit to the department proof of licensure 
renewal including the expiration date of the license and the 
effective date of renewal. 
 (b)1. To be recognized as an authorized provider of vision 
services, an in-state optician shall: 
 a. Hold a current license in Kentucky as an ophthalmic 
dispenser; 
 b. Comply with the requirements established in KRS Chapter 
326; 
 c. Submit to the department proof of licensure upon initial 
enrollment in the Kentucky Medicaid Program; and 
 d. Annually submit to the department proof of licensure 
renewal including the expiration date of the license and the 
effective date of renewal. 
 2. To be recognized as an authorized provider of vision 
services, an out-of-state optician shall: 
 a. Hold a current license in the state in which the optician 
practices as an ophthalmic dispenser; 
 b. Submit to the department proof of licensure upon initial 
enrollment in the Kentucky Medicaid Program; and 
 c. Annually submit to the department proof of licensure renewal 
including the expiration date of the license and the effective date of 
renewal. 
 (c) A physician shall be an authorized provider of vision 
services. 
 (3) A provider shall comply with: 
 (a) 907 KAR 1:671; 
 (b) 907 KAR 1:672; 
 (c) All applicable state and federal laws; and 
 (d) The confidentiality of personal records pursuant to 42 
U.S.C. 1320d to 1320d-8 and 45 C.F.R. Parts 160 and 164. 

 (4)(a) A provider shall: 
 1. Have the freedom to choose whether to provide services to 
a recipient; and 
 2. Notify the recipient referenced in paragraph (b) of this 
subsection of the provider's decision to accept or not accept the 
recipient on a Medicaid basis prior to providing any services to the 
recipient. 
 (b) A provider may provide a service to a recipient on a non-
Medicaid basis: 
 1. If the recipient agrees to receive the service on a non-
Medicaid basis; and 
 2. Whether or not the: 
 a. Provider is a Medicaid-participating provider; or 
 b. Service is a Medicaid-covered service. 
 
 Section 3. Vision Service Coverage. 
 (1) Vision service coverage shall be limited to a service listed 
with a CPT code or item with an HCPCS code on the Department 
for Medicaid Services Vision Program Fee Schedule. 
 (2) Vision service limits shall be as established on the 
Department for Medicaid Services Vision Program Fee Schedule. 
 
 Section 4. Coverage of Eyeglasses and Frames. 
 (1) To be eligible for eyeglasses covered by the department, a 
recipient shall[: 
 (a) Be under the age of twenty-one (21) years, including the 
month in which the recipient becomes twenty-one (21) years of 
age; and 
 (b)] have a diagnosed visual condition that: 
 (a)[1.] Requires the use of eyeglasses; 
 (b)[2.] Is within one (1) of the following categories: 
 1.[a.] Amblyopia; 
 2.[b.] Post surgical eye condition; 
 3.[c.] Diminished or subnormal vision; or 
 4.[d.] Other diagnosis which indicates the need for eyeglasses; 
and 
 (c)[3.] Requires a prescription correction in the stronger lens no 
weaker than: 
 1.[a.] +0.50, 0.50 sphere +0.50, or 0.50 cylinder; 
 2.[b.] 0.50 diopter of vertical prism; or 
 3.[c.] A total of two (2) diopter of lateral prism. 
 (2) Provisions regarding any limit on the number of eyeglasses 
covered shall be as established in 907 KAR 1:631. 
 (3) For the department to cover: 
 (a) A frame, the frame shall be: 
 1. First quality; 
 2. Free of defects; and 
 3. Have a warranty of at least one (1) year; or 
 (b) A lens, the lens shall be: 
 1. First quality; 
 2. Free of defects; 
 3. Meet the United States Food and Drug Administration's 
impact resistance standards; and 
 4. Polycarbonate and scratch coated. 
 (4) The dispensing of eyeglasses shall include: 
 (a) Single vision prescriptions; 
 (b) Bi-focal vision prescriptions; 
 (c) Multi-focal vision prescriptions; 
 (d) Services to frames; or 
 (e) Delivery of the completed eyeglasses which shall include: 
 1. Instructions in the use and care of the eyeglasses; and 
 2. Any adjustment, minor or otherwise, for a period of one (1) 
year. 
 (5) A provider shall be responsible, at no additional cost to the 
department or the recipient, for: 
 (a) An inaccurately filled prescription; 
 (b) Defective material; or 
 (c) An improperly fitted frame. 
 
 Section 5. Contact Lenses, Tint, and Plano Safety Glasses. 
 (1) The department shall not reimburse for contact lenses 
substituted for eyeglasses unless: 
 (a) The corrected acuity in a recipient's stronger eye is twenty 
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(20)/fifty (50) and shall be improved with the use of contact lenses; 
 (b) The visual prescription is of + 8.00 diopter or greater; or 
 (c) The recipient's diagnosis is 4.00 diopter anisometropia. 
 (2) The department shall not reimburse for tint unless the 
prescription specifically indicates a diagnosis of photophobia. 
 (3) The department shall not reimburse for plano safety 
glasses unless the glasses are medically indicated for the 
recipient. 
 
 Section 6. Noncovered Services or Items. The department 
shall not reimburse for: 
 (1) Tinting if not medically necessary; 
 (2) Photochromics if not medically necessary; 
 (3) Anti-reflective coatings if not medically necessary; 
 (4) Other lens options which are not medically necessary; 
 (5) Low vision services; 
 (6) A press-on prism; or 
 (7) A service with a CPT code or item with an HCPCS code 
that is not listed on the Department for Medicaid Services Vision 
Program Fee Schedule. 
 
 Section 7. Required Provider Documentation. (1)(a) In 
accordance with 42 C.F.R. 431.17, a provider shall maintain 
medical records of a service provided to a recipient for the period 
of time currently required by the United States Health and Human 
Services Secretary unless the department requires a retention 
period, pursuant to 907 KAR 1:671, longer than the period required 
by the United States Health and Human Services Secretary. 
 (b) If, pursuant to 907 KAR 1:671, the department requires a 
medical record retention period longer than the period required by 
the United States Health and Human Services Secretary, the 
medical record retention period established in 907 KAR 1:671 shall 
be the minimum record retention period. 
 (c) A provider shall maintain medical records of a service 
provided to a recipient in accordance with: 
 1. 45 C.F.R. 164.316; and 
 2. 45 C.F.R. 164.306. 
 (2) A provider shall maintain the following documentation in a 
recipient's medical record: 
 (a) Any covered service or covered item provided to the 
recipient; 
 (b) For each covered service or covered item provided to the 
recipient: 
 1. A signature by the individual who provided the service or 
item signed on the date the service or item was provided; 
 2. The date that the service or item was provided; and 
 3. Demonstration that the covered service or covered item was 
provided to the recipient; 
 (c) The diagnostic condition necessitating the service or item; 
and 
 (d) The medical necessity as substantiated by an appropriate 
medical order. 
 
 Section 8. No Duplication of Service. (1) The department shall 
not reimburse for a service provided to a recipient by more than 
one (1) provider of any program in which the service is covered 
during the same time period. 
 (2) For example, if a recipient is receiving a speech-language 
pathology service from a speech-language pathologist enrolled 
with the Medicaid Program, the department shall not reimburse for 
the same service provided to the same recipient during the same 
time period via the physician services program. 
 
 Section 9. Third Party Liability. A provider shall comply with 
KRS 205.622. 
 
 Section 10. Auditing Authority. The department shall have the 
authority to audit any claim, medical record, or documentation 
associated with the claim or medical record. 
 
 Section 11. Use of Electronic Signatures. 
 (1) The creation, transmission, storage, and other use of 
electronic signatures and documents shall comply with the 

requirements established in KRS 369.101 to 369.120. 
 (2) A provider that chooses to use electronic signatures shall: 
 (a) Develop and implement a written security policy that shall: 
 1. Be adhered to by each of the provider's employees, officers, 
agents, or contractors; 
 2. Identify each electronic signature for which an individual has 
access; and 
 3. Ensure that each electronic signature is created, 
transmitted, and stored in a secure fashion; 
 (b) Develop a consent form that shall: 
 1. Be completed and executed by each individual using an 
electronic signature; 
 2. Attest to the signature's authenticity; and 
 3. Include a statement indicating that the individual has been 
notified of his or her responsibility in allowing the use of the 
electronic signature; and 
 (c) Provide the department, immediately upon request, with: 
 1. A copy of the provider's electronic signature policy; 
 2. The signed consent form; and 
 3. The original filed signature. 
 
 Section 12. Federal Approval and Federal Financial 
Participation. The department's coverage of services pursuant to 
this administrative regulation shall be contingent upon: 
 (1) Receipt of federal financial participation for the coverage; 
and 
 (2) Centers for Medicare and Medicaid Services' approval for 
the coverage. 
 
 Section 13. Appeal Rights. An appeal of a department decision 
regarding a Medicaid recipient who is: 
 (1) Enrolled with a managed care organization shall be in 
accordance with 907 KAR 17:010; or 
 (2) Not enrolled with a managed care organization shall be in 
accordance with 907 KAR 1:563. 
 
 Section 14. Incorporation by Reference. 
 (1) "Department for Medicaid Services Vision Program Fee 
Schedule", May 13, 2014, is incorporated by reference. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Department for Medicaid 
Services, 275 East Main Street, Frankfort, Kentucky, Monday 
through Friday, 8 a.m. to 4:30 p.m. or online at the department's 
Web site at 
https://www.chfs.ky.gov/agencies/dms/Pages/feesrates.aspx[http://
www.chfs.ky.gov/dms/incorporated.htm]. 
 
 Section 15. This administrative regulation was found 
deficient by the Administrative Regulation Review 
Subcommittee on February 14, 2023. 
 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
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ADMINISTRATIVE REGULATIONS AS AMENDED BY PROMULGATING AGENCY 
AND REVIEWING SUBCOMMITTEE 

 
ARRS = Administrative Regulation Review Subcommittee 

IJC = Interim Joint Committee 
 
KENTUCKY HIGHER EDUCATION ASSISTANCE AUTHORITY 

Division of Student and Administrative Services 
(As Amended at ARRS, February 14, 2023) 

 
 11 KAR 4:080. Student aid applications. 
 
 RELATES TO: KRS 164.518, 164.744(2), 164.748(4),(7),(8), 
164.753(3),(4),(6), 164.7535, 164.769, 164.780, 164.785, 
164.7890, 164.7894, 34 C.F.R. 654.1-654.5, 654.30-654.52, 20 
U.S.C. 1070d-31 - 1070d-41 
 STATUTORY AUTHORITY: KRS 164.518(3), 164.746(6), 
164.748(4), 164.753(3),(6), 164.7535, 164.769(5),(6)(f), 
164.7894(6), 34 C.F.R. 654.30, 654.41, 20 U.S.C. 1070d-37, 
1070d-38 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
164.748(4) requires[authorizes] the Authority to promulgate 
administrative regulations pertaining to the awarding of grants, 
scholarships, and honorary scholarships as provided in KRS 
164.740 to 164.7891. KRS 164.7894(6) requires the Authority to 
promulgate administrative regulations as may be needed for the 
administration of the Kentucky Coal County College Completion 
Program. This administrative regulation designates and 
incorporates the applications to be utilized under the grant, 
scholarship, and work-study programs administered by KHEAA. 
 
 Section 1. Applications. To participate in a specified grant, 
scholarship, or work-study program administered by the Kentucky 
Higher Education Assistance Authority, the following application 
forms shall be completed for the appropriate academic year in 
which an award is sought in accordance with their instructions: 
 (1) For the KHEAA Grant Program established in 11 KAR 
5:130, the Free Application for Federal Student Aid (FAFSA); 
 (2) For the KHEAA Work-Study Program established in 11 
KAR 6:010, the KHEAA Work-Study Program Student Application; 
 (3) For the Teacher Scholarship Program established in 11 
KAR 8:030, the Teacher Scholarship Application; 
 (4) For the Early Childhood Development Scholarship Program 
established in 11 KAR 16:010: 
 (a) The Free Application for Federal Student Aid (FAFSA); and 
 (b) The Early Childhood Development Scholarship Application; 
 (5) For the Robert C. Byrd Honors Scholarship Program 
established in 11 KAR 18:010: 
 (a) For high school and home school students, the Robert C. 
Byrd Honors Scholarship Program; and 
 (b) For GED recipients, the Robert C. Byrd Honors Scholarship 
Program GED Recipients; 
 (6) For the Go Higher Grant Program established in 11 KAR 
5:200; 
 (a) The Free Application for Federal Student Aid (FAFSA); and 
 (b) The Go Higher Grant Program Application; 
 (7) For the Coal County Scholarship Program for Pharmacy 
Students established in 11 KAR 19:010, the Coal County 
Scholarship Program for Pharmacy Students Application; 
 (8) For the Kentucky Coal County College Completion 
Scholarship Program established in 11 KAR 20:020:  
 (a) The Free Application for Federal Student Aid (FAFSA); and 
 (b) The Kentucky Coal County College Completion Scholarship 
Application; 
 (9) For the Optometry Scholarship Program established in KRS 
164.7870, the Optometry Scholarship Application; 
 (10) For the Dual Credit Scholarship Program established in 
KRS 164.786, the Dual Credit Scholarship Application; and 
 (11) For the Work Ready Kentucky Scholarship Program 
established in KRS 164.787: 
 (a) The Free Application for Federal Student Aid (FAFSA); and 
 (b) The Work Ready Kentucky Scholarship Application. 
 

 Section 2. Incorporation by Reference. (1) The following 
material is incorporated by reference: 
 (a) The "Free Application for Federal Student Aid July 1, 2023 - 
June 30[20], 2024[July 1, 2022 - June 30, 2023]" (FAFSA), 
October 2022[2021]; 
 (b) The "Free Application for Federal Student Aid July 1, 2022 - 
June 30, 2023[July 1, 2021 - June 30, 2022]" (FAFSA), October 
2021[2020]; 
 (c) The "KHEAA Work-Study Program Student Application", 
July 2001; 
 (d) The "Teacher Scholarship Application", June 2006; 
 (e) The "Early Childhood Development Scholarship 
Application", April 2006; 
 (f) The "Robert C. Byrd Honors Scholarship Program", June 
2009; 
 (g) The "Robert C. Byrd Honors Scholarship Program-GED 
Recipients", June 2009; 
 (h) The "Go Higher Grant Program Application", January 2008; 
 (i) The "Coal County Scholarship Program for Pharmacy 
Students Application", February 2011; 
 (j) The "Kentucky Coal County College Completion Scholarship 
Application", October 2014; 
 (k) The "Optometry Scholarship Application", January 2022; 
 (l) The "Dual Credit Scholarship Application", July 2021; and 
 (m) The "Work Ready Kentucky Scholarship Application", 
August 2019. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Higher 
Education Assistance Authority, 100 Airport Road, Frankfort, 
Kentucky 40601, Monday through Friday, 8 a.m. to 4:30 p.m. The 
material may also be obtained at www.kheaa.com. 
 
 CONTACT PERSON: Hon. Miles F. Justice, General Counsel, 
Kentucky Higher Education Assistance Authority, P.O. Box 798, 
Frankfort, Kentucky 40602-0798, phone (502) 696-7298, fax (502) 
696-7309, email mjustice@kheaa.com. 
 
 
KENTUCKY HIGHER EDUCATION ASSISTANCE AUTHORITY 

Division of Student and Administrative Services 
(As Amended at ARRS, February 14, 2023) 

 
 11 KAR 5:001. Definitions pertaining to 11 KAR Chapter 5. 
 
 RELATES TO: KRS 164.740-164.785 
 STATUTORY AUTHORITY: KRS 164.748(4), 164.753(4) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
164.748(4) requires the authority to promulgate administrative 
regulations pertaining to the awarding of grants, scholarships, and 
honorary scholarships as provided in KRS 164.740 to 164.7891. 
KRS 164.753(4) requires the authority to promulgate administrative 
regulations pertaining to grants. This administrative regulation 
defines terms used in 11 KAR Chapter 5 pertaining to the Kentucky 
Tuition Grant Program and the College Access Program. 
 
 Section 1. Definitions. 
 (1) "Academic term" means the fall or spring semester or their 
equivalence under a trimester or quarter system at a 
postsecondary education institution. 
 (2) "Academic year" means a period of time, usually eight (8) 
or nine (9) months, during which a full-time student would normally 
be expected to complete the equivalent of two (2) semesters, two 
(2) trimesters, three (3) quarters, 900 clock hours, twenty-four (24) 
semester hours, or thirty-six (36) quarter hours of instruction. 
 (3) "Authority" is defined by KRS 164.740(1). 
 (4) "College Access Program" or "CAP" means the program of 
student financial assistance grants authorized under KRS 

http://www.kheaa.com/
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164.7535 to assist financially needy part-time and full-time 
undergraduate students attending an educational institution. 
 (5) "Correspondence course" means a home study course that: 
 (a) Is provided by an educational institution under which the 
institution provides instructional materials, including examinations 
on the materials, to students who are not physically attending 
classes at the institution; and 
 (b) Meets the following requirements: 
 1. When a student completes a portion of the instructional 
materials, the student takes the examinations that relate to that 
portion of the materials, and returns the examinations to the 
institution for grading; 
 2. The institution provides instruction through the use of video 
cassettes or video discs in an academic year, unless the institution 
also delivers the instruction on the cassette or disc to students 
physically attending classes at an institution during the same 
academic year; and 
 3. If a course is part correspondence and part residential 
training, the course shall be considered to be a correspondence 
course. 
 (6) "Educational expenses" means tuition and fees, books and 
supplies, room and board or reasonable living expenses, 
reasonable miscellaneous personal expenses, and reasonable 
transportation costs for the academic period of the grant 
application. 
 (7) "Educational institution" means a participating institution 
located in Kentucky which: 
 (a) Offers an eligible program of study; 
 (b) As a condition of enrollment as a regular student, requires 
that the person: 
 1. Have a certificate of graduation from a school providing 
secondary education, or the equivalent of a certificate; or 
 2. a. Be beyond the age of compulsory attendance in 
Kentucky; and 
 b. Have the ability to benefit from the training offered by the 
institution; 
 (c) Either: 
 1. Has its headquarters or main campus in Kentucky; or 
 2. If based outside of Kentucky, offers no more than forty-nine 
(49) percent of the courses offered in Kentucky as online courses; 
and 
 (d) 1. For purposes of the College Access Program, is a public 
or private participating institution; or 
 2. For purposes of the Kentucky Tuition Grant Program, is a 
private independent college or university, accredited by a regional 
accrediting association recognized by the United States 
Department of Education, that is a participating institution whose 
institutional programs are not comprised solely of sectarian 
instruction. 
 (8) "Eligible institution" is defined by KRS 164.740(4). 
 (9) "Eligible noncitizen" means an individual who is: 
 (a) Either: 
 1. A U.S. national; 
 2. A U.S. permanent resident with an Alien Registration 
Receipt Card (1-151 or 1-551); or 
 3. A person with a Departure Record (I-94) from the U.S. 
Immigration and Naturalization Service showing any one (1) of the 
following designations: 
 a. ["]Refugee["]; 
 b. ["]Asylum granted["]; 
 c. ["]Indefinite parole["] or ["]humanitarian parole["]; or 
 d. ["]Cuban-Haitian entrant["]; or[and] 
 4. A citizen of: 
 a. The Freely Associated States; 
 b. The Federated States of Micronesia; 
 c. The Republic of Palau; or 
 d. The Republic of the Marshall Islands; and 
 (b) Not in the United States on a: 
 1. F1 or F2 student visa; 
 2. J1 or J2 exchange visa; [or] 
 3. G series visa; or[.] 
 4. Deferred Action for Childhood Arrivals (DACA) status. 
 (10) "Eligible program of study" means an undergraduate 

program, of a least two (2) academic years' duration, offered by an 
educational institution which: 
 (a) For purposes of the KTG or CAP Grant Programs, leads to 
a degree; or 
 (b) For purposes of only the CAP Grant Program: 
 1. Leads to a certificate or diploma while attending a publicly 
operated vocational-technical institution; or 
 2. Is designated as an equivalent undergraduate program of 
study by the Council on Postsecondary Education. 
 (11) "Expected family contribution" means the amount that a 
student and his family are expected to contribute toward the cost of 
the student's education determined by applying the federal 
methodology established in 20 U.S.C. 1087kk through 1087vv to 
the information that the student and his family provided on the 
application. 
 (12) "Federal act" is defined by KRS 164.740(8) and means 20 
U.S.C. 1001 through 1146a. 
 (13) "Full-time student" means an enrolled student who is 
carrying a full-time academic workload: 
 (a) That may include any combination of courses, work, 
research, or special studies that the institution considers sufficient 
to classify the student as a full-time student, except that 
correspondence courses shall not be counted in determining the 
student's full-time status; and 
 (b) As determined by the institution under a standard 
applicable to all students enrolled in a particular educational 
program, except that for an undergraduate student, an institution's 
minimum standard shall equal or exceed one (1) of the following 
minimum requirements: 
 1. Twelve (12) semester hours or eighteen (18) quarter hours 
per academic term in an educational program using a semester, 
trimester, or quarter system; 
 2. Twenty-four (24) semester hours or thirty-six (36) quarter 
hours per academic year for an educational program using credit 
hours, but not using a semester, trimester, or quarter system, or 
the prorated equivalent for a program of less than one (1) 
academic year; 
 3. Twenty-four (24) clock hours per week for an educational 
program using clock hours; 
 4. In an educational program using both credit and clock hours, 
any combination of credit and clock hours if the sum of the 
following fractions is equal to or greater than one (1): 
 a. For a program using a semester, trimester, or quarter 
system, the number of credit hours per term divided by twelve (12) 
and the number of clock hours per week divided by twenty-four 
(24); or 
 b. For a program not using a semester, trimester, or quarter 
system, the number of semester or trimester hours per academic 
year divided by twenty-four (24), the number of quarter hours per 
academic year divided by thirty-six (36), and the number of clock 
hours per week divided by twenty-four (24); 
 5. A series of courses or seminars that equals twelve (12) 
semester hours or twenty-four (24) quarter hours in a maximum of 
eighteen (18) weeks; or 
 6. The work portion of a cooperative education program in 
which the amount of work performed is equivalent to the academic 
workload of a full-time student. 
 (14) "Grant" is defined by KRS 164.740(9). 
 (15) "Kentucky Tuition Grant" or "KTG" means the program of 
student financial assistance grants authorized by KRS 164.780 and 
164.785 for residents of Kentucky who bear the major costs of 
attending an educational institution and who demonstrate financial 
need. 
 (16) "KHEAA grant" means an award of a student financial 
assistance grant under the College Access Program or the 
Kentucky Tuition Grant Program or a combination of the two (2). 
 (17) "KHEAA grant limit" means an aggregate limitation on 
KHEAA grant awards: 
 (a) That are made to an individual for all academic years of the 
eligible program of study in which the student receives a KHEAA 
grant (including any KHEAA grant limit previously used in a 
different eligible program of study or at a different educational 
institution); and 
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 (b) That shall be: 
 1. Measured in terms of the applicable percentage of the 
maximum KHEAA grant that would have been disbursed for the 
academic year to a full-time student and not fully refunded; 
 2. Depleted each academic term by subtracting, from the 
applicable percentage, the percentage used for the academic term, 
derived by dividing the net amount of KHEAA grant disbursed for 
the academic term by the maximum KHEAA grant award for the 
academic year that would have been disbursed to a full-time 
student, using the then current maximum KHEAA grant; and 
 3. Based upon the following applicable percentages 
representing the aggregate limitation of KHEAA grant awards: 
 a. 200 percent for a student enrolled in a two (2) year eligible 
program of study; or 
 b. 400 percent for a student enrolled in a four (4) year eligible 
program of study. 
 (18) "KHEAA grant program officer" or "KGPO" means the 
official designated on the administrative agreement, pursuant to 
KRS 164.748(6), to serve as the educational institution's on-
campus agent to certify all institutional transactions and activities 
with respect to the authority's grant programs. 
 (19) "On-ground course" means a course that meets the 
following criteria: 
 (a) Instruction is delivered face-to-face, typically in a lecture-
style format, in a setting in which the student and the instructor are 
in the same physical location on the educational institution's 
campus; and 
 (b) Is not an online course. 
 (20) "Online course" means a course for which any portion of 
the instruction is transmitted electronically over telecommunication 
lines or the Internet. 
 (21) "Overaward" means receipt of financial assistance from all 
sources in excess of a student's need determined in accordance 
with 11 KAR 5:130 through 5:145. 
 (22) "Participating institution" is defined in KRS 164.740(14). 
 (23) "Part-time student" means an enrolled student who is 
carrying an academic workload: 
 (a) That may include any combination of courses, work, 
research, or special studies that the institution considers sufficient 
to classify the student as at least a half-time student, except that 
correspondence courses shall not be counted in determining the 
student's part-time status; and 
 (b) As determined by the institution under a standard 
applicable to all students enrolled in a particular educational 
program, except that for an undergraduate student, an institution's 
minimum standard shall equal or exceed one (1) of the following 
minimum requirements: 
 1. At least six (6) semester hours per semester; 
 2. Six (6) quarter hours per quarter; or 
 3. Half of the academic workload of a full-time student as 
determined by the educational institution. 
 (24) "Pell Grant" means an award under the federal Pell Grant 
Program operated by the secretary under the provisions of 20 
U.S.C. 1070a. 
 (25) "Resident of Kentucky" or "resident" means a person who 
is determined by the participating institution to be a resident of 
Kentucky in accordance with the criteria established in 13 KAR 
2:045. 
 (26) "Total cost of education" means an amount determined for 
an academic year for each applicant by the following formula: 
normal tuition and fees charged by the institution chosen by the 
applicant, plus maximum board contract amount, plus minimum 
room contract amount. 
 
 CONTACT PERSON: Hon. Miles F. Justice, General Counsel, 
Kentucky Higher Education Assistance Authority, P.O. Box 798, 
Frankfort, Kentucky 40602-0798, phone (502) 696-7309, Email 
mjustice@kheaa.com, fax (502) 696-7293. 
 
 

KENTUCKY HIGHER EDUCATION ASSISTANCE AUTHORITY 
Division of Student and Administrative Services 

(As Amended at ARRS, February 14, 2023) 
 

 11 KAR 5:037. CAP Grant student eligibility. 
 
 RELATES TO: KRS 164.744(2), 164.753(4)[, 164.7535] 
 STATUTORY AUTHORITY: KRS 164.748(4), 164.753(4), 
164.7535 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
164.748(4) requires the Authority to promulgate administrative 
regulations pertaining to the awarding of grants, scholarships, and 
honorary scholarships as provided in KRS 164.740 to 164.7891. 
KRS 164.753(4) requires[required] the Authority to promulgate 
administrative regulations pertaining to grants. KRS 164.7535 
authorizes[authorized] the Authority to provide grants to assist 
financially needy part-time and full-time undergraduate students to 
attend educational institutions in Kentucky. This administrative 
regulation establishes student eligibility criteria for the college 
access program. 
 
 Section 1. [In order ]To qualify for disbursement of a college 
access program grant, a student shall: 
 (1) Be a resident of Kentucky; 
 (2) Be enrolled at an educational institution as at least a part-
time student, as determined by the educational institution, in an 
eligible program of study and not have previously earned a first 
baccalaureate or professional degree; 
 (3) Demonstrate financial need in accordance with 11 KAR 
5:130 and 11 KAR 5:145 for CAP grant assistance; 
 (4) Have remaining KHEAA grant limit; 
 (5) Not receive financial assistance in excess of the need to 
meet educational expenses; 
 (6) Maintain satisfactory progress in an eligible program of 
study according to the published standards and practices of the 
educational institution in which the student is enrolled; 
 (7) Satisfy all financial obligations to the Authority under any 
program administered pursuant to KRS 164.740 to 164.7891 and 
to any educational institution, except that ineligibility for this reason 
may be waived by the executive director of the Authority, at the 
recommendation of a designated staff review committee, for cause; 
 (8) Be a citizen of the United States or an eligible noncitizen; 
 (9) Be receiving at least part-time credit at an educational 
institution in an eligible program of study[studying] and paying at 
least part-time tuition and fees to that institution, if the student is 
studying abroad or off-campus. 
 (10) Have been eligible to receive a CAP Grant in the 
preceding year, if the student is enrolled in an equivalent 
undergraduate program of study, established by the Authority in 11 
KAR 15:090, Section 5; 
 (11) Be: 
 (a) Attending an eligible institution with the main campus or 
headquarters located in Kentucky; or 
 (b) Attending at least fifty (50) percent of courses on-ground in 
Kentucky if enrolled at an eligible institution with the main campus 
or headquarters not located in Kentucky; and 
 (12) Not be: 
 (a) In default on any loan under Title IV of the federal act, 
codified at 20 U.S.C. 1070 to 1099, unless eligibility has been 
reinstated; 
 (b) Liable for any amounts that exceed annual or aggregate 
limits on any loan under Title IV of the federal act, codified at 20 
U.S.C. 1070 to 1099; and 
 (c) Liable for overpayment of any grant or loan under Title IV of 
the federal act, codified at 20 U.S.C. 1070 to 1099. 
 
 CONTACT PERSON: Hon. Miles F. Justice, General Counsel, 
Kentucky Higher Education Assistance Authority, P.O. Box 798, 
Frankfort, Kentucky 40602-0798, phone (502) 696-7309, fax (502) 
696-7293, email mjustice@kheaa.com. 
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KENTUCKY HIGHER EDUCATION ASSISTANCE AUTHORITY 
Division of Student and Administrative Services 

(As Amended at ARRS, February 14, 2023) 
 
 11 KAR 5:145. CAP grant award determination procedure. 
 
 RELATES TO: KRS 164.744(2), 164.753(4), 164.7535, 
164.7889(3) 
 STATUTORY AUTHORITY: KRS 164.748(4), 164.753(4), 
164.7889(3) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
164.748(4) requires[authorizes] the authority to promulgate 
administrative regulations pertaining to the awarding of grants, 
scholarships, and honorary scholarships as provided in KRS 
164.740 to 164.7891. KRS 164.753(4) requires the authority to 
promulgate administrative regulations pertaining to grants. KRS 
164.7889(3) requires the authority to promulgate an administrative 
regulation that establishes the maximum amount available under 
the grant programs, and the average income level for qualification 
for the grant programs if sufficient funds are available. This 
administrative regulation prescribes the award determination 
procedures for the CAP Grant Program. 
 
 Section 1. Each application submitted pursuant to 11 KAR 
4:080 and 11 KAR 5:130 shall be reviewed for determination that 
all eligibility requirements established in 11 KAR 5:034 are met. To 
qualify for a CAP award based on financial need, the applicant's 
expected family contribution shall be $6,206[5,846] or less. 
 
 Section 2. CAP Grant Award. (1) Except as provided in 
subsection (2) of this section, the maximum CAP grant in any 
semester for an applicant accepted for enrollment on a full-time 
basis as determined by the educational institution in an eligible 
program shall be the lesser of: 
 (a) $1,250[1,100] for an applicant enrolled in a two (2) year 
institution; 
 (b) $2,650[1,450] for an applicant enrolled in a four (4) year 
institution; or 
 (c) The amount of eligibility the student has remaining within 
the aggregate KHEAA grants[grant] limit. 
 (2) The maximum CAP grant in any semester for an applicant 
accepted for enrollment on less than a full-time basis as 
determined by the educational institution in an eligible program 
shall be: 
 (a) The amount specified in subsection (1)(a) or (b) of this 
section: 
 1. Divided by twelve (12); and 
 2. Multiplied by the number of credit hours in which the 
applicant is accepted for enrollment; and 
 (b) Not in excess of the maximum specified in subsection (1)(c) 
of this section. 
 (3) For any academic year, a student shall not receive more 
than $2,500[2,200] if enrolled in a two (2) year institution or 
$5,300[2,900] if enrolled in a four (4) year institution for an 
aggregate CAP grant award. 
 
 Section 3. (1) A KHEAA grant awarded to an incarcerated 
individual shall be considered an over award to the extent that the 
KHEAA grant, in combination with financial assistance received 
from other sources, exceeds the student's actual cost for tuition, 
fees, and books. 
 (2) A KHEAA grant award shall not be made for a summer 
academic term. 
 
 Section 4. (1) A KHEAA grant award shall not exceed the 
applicant's cost of education less expected family contribution and 
other anticipated student financial assistance. 
 (2) The authority shall reduce or revoke a KHEAA grant upon 
receipt of documentation that financial assistance from other 
sources in combination with the KHEAA grant exceeds the 
determination of financial need for that student. 
 (3) The KHEAA Grant Program Officer (KGPO) and the grant 
recipient shall make every reasonable effort to provide the 

authority the information needed to prevent an over award. 
 (4) If the applicantôs expected family contribution, disbursed 
KHEAA grant amount, plus other student financial assistance 
exceeds his or her need, the excess shall be considered to be an 
over award. If an over award occurs, this amount shall be returned 
to the authority immediately. 
 
 Section 5. (1) If the authority receives revised data that, upon 
recomputation, results in the student becoming ineligible for a 
KHEAA grant that has already been offered, but not disbursed, the 
grant shall be revoked. 
 (2) If the student is determined to be ineligible after the KHEAA 
grant has been disbursed, the student shall repay to the authority 
the entire amount of the KHEAA grant. 
 
 Section 6. If the educational institution receives revised data 
that, upon recomputation, necessitates reduction of the KHEAA 
grant, and: 
 (1) If the grant has not yet been disbursed for the fall academic 
term, the reduction shall be made to both the fall and spring 
disbursements and the educational institution shall notify the 
student of the reduction; 
 (2) If the grant for the fall academic term has already been 
disbursed and the student enrolls for the spring academic term, the 
reduction shall be made to the spring disbursement and the 
educational institution shall notify the student of the reduction; 
 (3) If the grant for the fall academic term has already been 
disbursed and the student does not enroll for the spring academic 
term, the educational institution shall notify the student of the fall 
overaward and the student shall repay the overaward to the 
authority; or 
 (4) If both the fall and spring disbursements have been made, 
the educational institution shall notify the student of the overaward 
and the student shall repay the overaward to the authority. 
 
 Section 7. (1) Students requested by the institution to provide 
verification of data for any financial assistance program shall 
provide the verification before receiving disbursement of a KHEAA 
grant. 
 (2) Any student who is awarded a KHEAA grant who fails to 
provide verification requested by the participating institution shall 
be deemed ineligible, and the grant shall be revoked. 
 
 CONTACT PERSON: Hon. Miles F. Justice, General Counsel, 
Kentucky Higher Education Assistance Authority, P.O. Box 798, 
Frankfort, Kentucky 40602-0798, phone (502) 696-7309, fax (502) 
696-7293, email mjustice@kheaa.com. 
 
 

OFFICE OF ATTORNEY GENERAL 
Office of Consumer Protection 

(As Amended at ARRS, February 14, 2023) 
 
 40 KAR 2:150. Cremation forms and inspections. 
 
 RELATES TO: KRS 213.081, 213.098, 367.93103, 367.93105, 
367.93115, 367.93117, 367.97501, 367.97504, 367.97507, 
367.97511, 367.97514, 367.97517, 367.97521, 367.97524, 
367.97527, 391.010 
 STATUTORY AUTHORITY: KRS 15.180, 367.150(4), 
367.97501, 367.97504, 367.97534 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 15.180 
authorizes the Attorney General to promulgate administrative 
regulations that will facilitate performing the duties and exercising 
the authority vested in the Attorney General and the Department of 
Law. KRS 367.150(4) requires the Department of Law to 
recommend administrative regulations in the consumersô interest. 
KRS 367.97501 and 367.97504 require the Attorney General to 
promulgate an administrative regulation to establish an application 
for a crematory authority license and report forms. KRS 367.97524 
requires crematory authorities to obtain signed cremation 
authorization forms before conducting any cremations. KRS 
367.97534(5) authorizes the Attorney General to promulgate 
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administrative regulations necessary to carry out the provisions of 
KRS 367.97501 to 367.97537, pertaining to crematory authorities. 
This administrative regulation prescribes the license application 
form, and other forms, to be used by crematory 
authorities[establishes forms related to cremation as required by 
KRS 367.97501, 367.97504, and 367.97514]. This administrative 
regulation establishes the records and information that shall be 
retained by [the ]crematory authorities[operator as identified in 
KRS 367.97504(5),] and permits crematory inspections by the 
Attorney General[establishes guidelines for crematory inspections 
regarding KRS 367.97504(1) and (5), 367.97511(4), 367.97514(5), 
and 367.97534]. 
 
 Section 1. Crematory Authority License Application Form. 
 (1) An applicant for a crematory authority license shall 
complete and submit a Crematory Authority License Application, 
Form CR-5, to the Office of Attorney General before commencing 
business. 
 (2) An applicant for a crematory authority license shall 
submit with each Crematory Authority License Application, 
Form CR-5: 
 (a) Payment of the $100 registration fee; 
 (b) The applicantôs certificate of existence, authorization 
certificate from the Kentucky Secretary of Stateôs office, or 
other evidence of the applicantôs authority to transact 
business in Kentucky; and  
 (c) A completed Preneed Merchandise Sellers Application, 
CPN-6 Form, as incorporated by reference in 40 KAR 2:155, if 
the applicant intends to sell preneed burial contracts. 
 
 Section 2.[Section 1.] Cremation Authorization Form.  
 (1) A licensed crematory authority[authorities] shall complete 
and keep a Cremation Authorization, Form CR-1, for every 
cremation of human remains it has performed[ by them]. 
 (2) A licensed crematory authority shall attach to the 
Cremation Authorization, Form CR-1, for authorizing agents 
for cremation, if applicable: 
 (a) An original Funeral Planning Declaration, Form FPD-1, 
as incorporated by reference in 40 KAR 2:145; 
 (b) An original discontinued Preneed Cremation 
Authorization, Form CR-3, executed prior to July 15, 2016; and 
 (c) An original U.S. Department of Defense form, Record of 
Emergency Data, DD Form 93, or a successor form adopted by 
the United States Department of Defense.[The Cremation 
Authorization, Form CR-1, required by KRS 367.97524, shall 
contain: 
 (1) The name of the crematory authority; 
 (2) The address of the crematory authority, including the city, 
state, and zip code; 
 (3) The telephone number of the crematory authority; 
 (4) A statement informing the authorizing agent that it is the 
policy of the crematory authority that it will accept a declarant or 
decedent for cremation only after all necessary authorizations have 
been obtained, and all prerequisites to be performed by the state 
regarding the death have taken place and any required forms or 
permits are attached; 
 (5) The name, address (including the city, state, and zip code), 
age, date of birth, and gender of the declarant or decedent, and the 
place and date of death; 
 (6) Whether or not the declarantôs or decedent's death was due 
to an infectious disease and, if so, an explanation; 
 (7) A statement that pacemakers, radioactive, silicon or other 
implants, mechanical devices or prosthesis may create a 
hazardous condition if placed in cremation chamber and subjected 
to heat, and that the authorizing agent instructs the crematory 
authority or funeral home to remove all devices that may become 
hazardous during the cremation process; 
 (8) Whether the declarant's or decedent's remains contain any 
devices, including mechanical, prosthetic, implants or materials, 
which may have been implanted in or attached to the declarant or 
decedent, or any other device that may become hazardous during 
the cremation process; 
 (9) A description of any devices, including mechanical, 

prosthetic, implants, or materials, which may have been implanted 
in or attached to the declarant or decedent, or any other device 
that may become hazardous during the cremation process; 
 (10) A statement informing the authorizing agent of the 
following concerning identification of the declarant or decedent: 
 (a) Kentucky law requires the individualôs remains to be 
identified before cremation can take place; and 
 (b) The individual making the identification may be the 
authorizing agent, a family member, friend, coroner, or any other 
person who has personal knowledge of the decedent or the ability 
to make positive identification and who accepts any liability arising 
from the identification; 
 (11) The name of the individual identifying the decedent's 
remains prior to cremation, the relationship of that individual to the 
decedent, and the signature of the individual identifying the body 
for cremation; 
 (12) Statements informing the authorizing agent of the 
following regarding cremation authorization: 
 (a) The person legally entitled to order the cremation of a 
declarant or decedent is the authorizing agent; and 
 (b) The right to control the disposition of the remains of a 
declarant or decedent devolves according to the order of authority 
of classes of authorizing agents listed in subsection (13) of this 
section; 
 (13) The selection of the class of authorizing agents having the 
right to authorize the cremation of the declarant's or decedentôs 
body, in the following order of authority: 
 (a) The individual executing a Funeral Planning Declaration, 
Form FPD-1 as incorporated by reference in 40 KAR 2:145, and 
that the original Funeral Planning Declaration shall be attached; 
 (b) The person named as the designee or alternate designee in 
a Funeral Planning Declaration, Form FPD-1 as incorporated by 
reference in 40 KAR 2:145, and that the original Funeral Planning 
Declaration shall be attached; 
 (c) The person named in a United States Department of 
Defense form Record of Emergency Data (DD Form 93) or a 
successor form adopted by the United States Department of 
Defense, if the decedent died while serving in any branch of the 
United States Armed Forces, and the original form shall be 
attached; 
 (d) The decedent through a Preneed Cremation Authorization, 
Form CR-3 completed and executed before July 15, 2016, which 
was the effective date of the amendments to KRS 367.97501 and 
367.97527, which phased out the Preneed Cremation 
Authorization, Form CR-3, and that the original Preneed Cremation 
Authorization, Form CR-3 shall be attached; 
 (e) The surviving spouse of the declarant or decedent; 
 (f) The surviving adult child of the declarant or decedent, or a 
majority of the adult children if more than one (1) adult child is 
surviving, or less than a majority of the surviving adult children by 
attesting in writing showing the reasonable efforts to notify the 
other adult surviving children of their intentions and that they are 
not aware of any opposition to the final disposition instructions by 
more than half of the surviving adult children. The number of 
surviving adult children shall be written in the completed Cremation 
Authorization, Form CR-1; 
 (g) The surviving parent or parents of the declarant or 
decedent, or if one (1) parent is absent, the parent who is present 
has the right to control the disposition by attesting in writing 
showing the reasonable efforts to notify the absent parent. The 
number of surviving parents shall be written in the completed 
Cremation Authorization, Form CR-1; 
 (h) The surviving adult grandchild of the declarant or decedent, 
or a majority of the adult grandchildren if more than one (1) adult 
grandchild is surviving, or less than a majority of the surviving adult 
grandchildren by attesting in writing showing the reasonable efforts 
to notify the other adult surviving grandchildren of their intentions 
and that they are not aware of any opposition to the final 
disposition instructions by more than half of the surviving adult 
grandchildren. The number of surviving adult grandchildren shall 
be written in the completed Cremation Authorization, Form CR-1; 
 (i) The surviving adult sibling of the declarant or decedent, or a 
majority of the adult siblings if more than one (1) adult sibling is 
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surviving, or less than a majority of the surviving adult siblings by 
attesting in writing showing the reasonable efforts to notify the 
other adult surviving siblings of their intentions and that they are 
not aware of any opposition to the final disposition instructions by 
more than half of the surviving adult siblings. The number of 
surviving adult siblings shall be written in the completed Cremation 
Authorization, Form CR-1; 
 (j) The surviving individual or individuals of the next degree of 
kinship under KRS 391.010 to inherit the estate of the declarant or 
decedent, or a majority of those in the same degree of kinship if 
more than one (1) individual of the same degree is surviving, or 
less than a majority of the surviving individuals of the same degree 
of kinship by attesting in writing showing the reasonable efforts to 
notify the other individuals of the same degree of kinship of their 
intentions and that they are not aware of any opposition to the final 
disposition instructions by more than half of the individuals of the 
same degree of kinship. The number of surviving individuals of the 
same degree of kinship, and a description of the relationship to the 
declarant or decedent, shall be written in the completed Cremation 
Authorization, Form CR-1; 
 (k) If none of the persons listed in paragraphs (a) through (j) of 
this subsection are available, one (1) of the following who attests in 
writing showing the good-faith effort made to contact any living 
individuals in an order of authority class described in paragraphs 
(a) to (j) of this subsection: 
 1. A person willing to act and arrange for the final disposition of 
the decedent; or 
 2. A funeral home that has a valid prepaid funeral plan that 
makes arrangements for the disposition of the decedentôs remains, 
if the funeral director makes the written attestation described in this 
subsection; and 
 (l) The district court in the county of the decedentôs residence 
or the county in which the funeral home or the crematory is 
located; 
 (14) Statements informing the authorizing agent of the 
following regarding other rights and responsibilities concerning 
cremations: 
 (a) The declarant or authorizing agent shall carefully read and 
understand the statements described in this subsection before 
signing the authorization; 
 (b) The declarant or authorizing agent shall direct the 
crematory authority on the final disposition of the cremated 
remains; 
 (c) The crematory authority shall not conduct any cremation 
nor accept a body for cremation unless it has a Cremation 
Authorization, Form CR-1 signed by the authorizing agent clearly 
stating the final disposition; 
 (d) The original form shall be attached to the Cremation 
Authorization, Form CR-1 if: 
 1. The cremation is being performed pursuant to a Funeral 
Planning Declaration, Form FPD-1 as incorporated by reference in 
40 KAR 2:145; or 
 2. A Preneed Cremation Authorization, Form CR-3 that was 
completed and executed before July 15, 2016, which was the 
effective date of the amendments to KRS 367.97501 and 
367.97527, which phased out the Preneed Cremation 
Authorization, Form CR-3; 
 (e) All cremations are performed individually and it is unlawful 
to cremate the remains of more than one (1) individual within the 
same cremation chamber at the same time; 
 (f) The consumer may choose cremation without choosing 
embalming services; 
 (g) If the crematory authority does not have a refrigerated 
holding facility, it shall not accept human remains for anything 
other than immediate cremation; 
 (h) The consumer is not required to purchase a casket for the 
purpose of cremation; 
 (i) The crematory authority requires that the body of the 
declarant or decedent shall be delivered for cremation in a suitable, 
closed container that shall be either a casket or an alternative 
cremation container for cremation, but the crematory authority shall 
not require that the body be placed in a casket before cremation or 
that the body be cremated in a casket, nor shall a crematory 

authority refuse to accept human remains for cremation because 
the remains are not in a casket; 
 (j) The container in which the body is delivered to the 
crematory for cremation shall be: 
 1. Composed of readily-combustible materials suitable for 
cremation; 
 2. Able to be closed to provide a complete covering for the 
human remains; 
 3. Resistant to leakage or spillage; and 
 4. Rigid enough to support the weight of the declarant or 
decedent; 
 (k) The crematory authority may inspect the casket or 
alternative container, including opening it if necessary, and the 
crematory authority shall not accept for holding a cremation 
container from which there is any evidence of leakage of the body 
fluids from the human remains in the container; 
 (l) The type of casket or cremation container selected for 
cremation; 
 (m) Due to the nature of the cremation process any personal 
possessions or valuable materials, such as dental gold or jewelry, 
as well as any body prostheses or dental bridgework, that are left 
with the declarant or decedent and not removed from the casket or 
alternative cremation container prior to cremation shall be 
destroyed or shall otherwise not be recoverable, unless authority to 
do so otherwise is specifically granted in writing; 
 (n) As the casket or alternative container will usually not be 
opened by the crematory authority to remove valuables, to allow 
for final viewing or for any other reason unless there is leakage or 
damage, the authorizing agent understands that arrangements 
shall be made to remove any possessions or valuables prior to the 
time the declarant or decedent is transported to the crematory 
authority; 
 (o) Cremated remains, to the extent possible, shall not be 
contaminated with foreign material; 
 (p) All noncombustible materials, such as dental bridgework, 
and materials from the casket or alternative cremation container, 
such as hinges, latches, and nails, shall be separated and 
removed, to the extent possible, by visible or magnetic selection 
and shall be disposed of by the crematory authority with similar 
materials from other cremations in a nonrecoverable manner, so 
that only human bone fragments and organic ash, including both 
human remains and container remains, remain, unless those 
objects are used for identification or as may be requested by the 
authorizing agent; 
 (q) As the cremated remains often contain recognizable bone 
fragments, unless otherwise specified, after bone fragments have 
been separated from the other material, they shall be mechanically 
processed or pulverized, which includes crushing or grinding into 
granulated particles of unidentifiable dimensions, virtually 
unrecognizable as human remains, prior to placement into the 
designated container; and 
 (r) While every effort shall be made to avoid commingling of 
cremated remains, inadvertent or incidental commingling of minute 
particles of cremated remains from the residue of previous 
cremations is a possibility, and the authorizing agent understands 
and accepts this fact; 
 (15) Instructions on disposition of the cremated remains, 
indicating whether the cremated remains will be: 
 (a) Interred and, if so, where; 
 (b) Scattered in a scattering area or garden and, if so, where; 
 (c) In any manner on private property with the permission of 
the owner and, if so, where; 
 (d) Delivered either in person or by a method that has an 
internal tracking system that provides a receipt signed by the 
person accepting delivery and, if so, to whom; or 
 (e) Picked up at the crematory office and, if so, by whom; 
 (16) The date the remains were received by the crematory 
authority, the cremation number, the date of cremation, and the 
name of the person performing the cremation; 
 (17) A statement informing the declarant or authorizing agent 
of the following regarding execution of the Cremation 
Authorization, Form CR-1: 
 (a) Executing the Cremation Authorization, Form CR-1 as 
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authorizing agent, or as declarant, designee, or alternate designee 
if using a Funeral Planning Declaration, Form FPD-1, grants 
consent to the cremation of the decedent; 
 (b) Executing the Cremation Authorization, Form CR-1 as 
authorizing agent, or as declarant, designee, or alternate designee 
if using a Funeral Planning Declaration, Form FPD-1, warrants: 
 1. That all representations and statements contained on the 
Cremation Authorization, Form CR-1 are true and correct; 
 2. That the statements contained on the Cremation 
Authorization, Form CR-1 were made to induce the crematory 
authority to cremate the human remains of the declarant or 
decedent; and 
 3. That the person executing the Cremation Authorization, 
Form CR-1 has read and understands the provisions contained on 
the Cremation Authorization, Form CR-1; and 
 (c) If a written attestation is required, the authorizing agent 
shall select and complete an attestation: 
 1. For authorizing agent or agents listed in subsection (13)(f), 
(h), (i), or (j) of this section, an attestation that reasonable efforts 
have been made to notify the other members of the authorizing 
class and the authorizing agent or agents are not aware of any 
opposition to the final instructions, and stating the number of 
individuals in the authorizing class, the number of authorizing 
agents authorizing the cremation, the name of the decedent, a 
description of the reasonable efforts, and the number of other 
members of the authorizing class; 
 2. For an authorizing agent listed in subsection (13)(g) of this 
section, an attestation that reasonable efforts have been made to 
notify the other parent, and a description of the reasonable efforts; 
or 
 3. For authorizing agent or agents listed in subsection (13)(k) 
of this section, an attestation that a good-faith effort has been 
made to contact any living individual described in subsection 
(13)(a) through (j) of this section, and a description of the good-
faith effort; 
 (18) Signature of each authorizing agent granting consent to 
the cremation of the decedent; 
 (19) The name of each authorizing agent and the relationship 
of the authorizing agent to the declarant or decedent; 
 (20) The address of the authorizing agent, including the city, 
state, and zip code; 
 (21) The telephone number of the authorizing agent; 
 (22) The name, address, city, state, zip code, telephone 
number, and signature of the funeral director or other individual as 
witness for the authorizing agent; and 
 (23) The date and location where the authorizing agent signed 
the Cremation Authorization, Form CR-1.] 
 
 Section 3.[Section 2.] Crematory Annual Report Form.  
 (1) A licensed crematory authority[authorities] shall complete 
and submit a Crematory Authority Annual Report, Form CR-2, for 
each calendar year beginning January 1 and ending December 31.  
 (2) The completed Crematory Authority Annual Report, Form 
CR-2, shall be filed with the Attorney Generalôs Office by March 31 
of the year following the calendar year reported. 
 (3) A licensed crematory authority shall submit with the 
Crematory Authority Annual Report, Form CR-2, a ten (10) 
dollar annual registration fee. 
 
 Section 4. Statement of Supervision Form. A licensed 
crematory authority[authorities] shall complete and submit a 
Statement of Supervision for Registered Crematory Retort 
Operators, Form CR-4, for each trained retort operator before 
permitting the trained operator to operate a retort.[The Crematory 
Annual Report, Form CR-2, required by KRS 367.97504(6), shall 
contain: 
 (1) The name of the crematory authority; 
 (2) The address of the crematory authority, including the city, 
state, and zip code; 
 (3) The number of retorts operated by the crematory authority; 
 (4) The number of cremations performed by the crematory 
authority in each retort during the preceding calendar year; 
 (5) The total number of cremations performed by the crematory 

authority during the preceding calendar year; 
 (6) A numerical breakdown of the disposition of cremated 
remains in the preceding year, indicating the number: 
 (a) Scattered; 
 (b) Interred, either in a niche or in-ground burial; 
 (c) Returned to the family or funeral home; or 
 (d) With other means of disposition. The other means of 
disposition used shall be briefly described; 
 (7) A list of the names and registration numbers of all 
crematory operators who worked for the crematory authority during 
the preceding year; 
 (8) The signature of the individual completing the form and the 
date on which the form was completed; and 
 (9) A statement requiring the remittance of a ten (10) dollar 
check or money order for the annual registration fee. 
 
 Section 3. Preneed Cremation Authorization Form. 
 (1) The Preneed Cremation Authorization, Form CR-3, shall 
not be completed or executed on or after July 15, 2016, which was 
the effective date of the amendments to KRS 367.97501 and 
367.97527, which phased out the Preneed Cremation 
Authorization, Form CR-3. 
 (2) A Preneed Cremation Authorization, Form CR-3, completed 
and executed prior to July 15, 2016, which was the effective date 
of the amendments to KRS 367.97501 and 367.97527, which 
phased out the Preneed Cremation Authorization, Form CR-3, 
shall contain: 
 (a) The name of the crematory authority; 
 (b) The address, including the city, state, and zip code; 
 (c) The telephone number of the crematory authority; 
 (d) The name of the authorizing agent; 
 (e) The address of the authorizing agent, including the city, 
state, and zip code; 
 (f) The home telephone number of the authorizing agent; 
 (g) The age and gender of the authorizing agent; 
 (h) Whether the decedent authorizing agent has any infectious 
or contagious disease and, if so, an explanation; 
 (i) Whether the decedent authorizing agent's body contains a 
pacemaker, prosthesis, radioactive implant, or any other device 
that could be explosive; 
 (j) Whether the decedent authorizing agent has been treated 
with therapeutic radionuclides such as Strontium 89 or any other 
treatment that would result in residual radioactive material 
remaining as part of the decedent authorizing agent's remains and, 
if so, what the treatment was and the last date it was administered; 
 (k) A statement specifying that all cremations are performed 
individually and that it is unlawful to cremate the remains of more 
than one (1) individual within the same cremation chamber at the 
same time; 
 (l) A statement informing the authorizing agent that the agent 
may choose cremation without choosing embalming services and 
that if the crematory chosen does not have a refrigerated holding 
facility it shall not accept human remains for anything other than 
immediate cremation; 
 (m) A statement informing the authorizing agent that: 
 1. The agent is not required to purchase a casket for the 
purpose of cremation; 
 2. The crematory authority shall require the decedent 
authorizing agent to be delivered for cremation in a suitable 
container, which shall be either a casket or an alternative 
cremation container; and 
 3. An alternative cremation container shall be: 
 a. Composed of readily-combustible materials suitable for 
cremation; 
 b. Able to be closed to provide a complete covering for the 
human remains; 
 c. Resistant to leakage or spillage; and 
 d. Rigid enough to support the weight of the decedent; 
 (n) A statement informing the authorizing agent that the 
crematory may inspect the casket or alternative container, 
including opening if necessary, and if there is leakage or damage, 
the crematory shall refuse to accept the decedent authorizing 
agent's remains for the purpose of cremation or refrigeration; 
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 (o) The type of casket or alternative container selected for 
cremation; 
 (p) A statement informing the authorizing agent that: 
 1. Due to the nature of the cremation process any personal 
possessions or valuable materials, such as dental gold or jewelry, 
as well as any body prostheses or dental bridgework, that are left 
with the decedent authorizing agent and not removed from the 
casket or alternative container prior to cremation shall be 
destroyed or shall otherwise not be recoverable; and 
 2. The casket or alternative container will usually not be 
opened by the crematory authority to permit the removal of 
valuables, to allow for final viewing or for any other reason unless 
there is leakage or damage, so the authorizing agent shall make 
arrangements to have any possessions or valuables removed prior 
to the time the remains are transported to the crematory authority; 
 (q) A statement informing the authorizing agent that: 
 1. To the extent possible, cremated remains shall not be 
contaminated with foreign material; 
 2. All noncombustible materials such as dental bridgework, and 
materials from the casket or alternative container, such as hinges, 
latches, and nails, shall be separated and removed, to the extent 
possible, by visible or magnetic selection and shall be disposed of 
by the crematory authority with similar materials from other 
cremations in a nonrecoverable manner, so that only human bone 
fragments and organic ash, including both human remains and 
container remains, remain; 
 3. As the cremated remains often contain recognizable bone 
fragments, unless otherwise specified, after the bone fragments 
have been separated from the other material, they shall be 
mechanically processed or pulverized, which includes crushing or 
grinding into granulated particles of unidentifiable dimensions, 
virtually unrecognizable as human remains, prior to placement into 
the designated container; and 
 4. While every effort shall be made to avoid commingling of 
cremated remains, inadvertent or incidental commingling of minute 
particles of cremated remains from the residue of previous 
cremations is a possibility, and the authorizing agent understands 
and accepts this fact; 
 (r) A statement informing the authorizing agent that: 
 1. The original copy of the Preneed Cremation Authorization, 
Form CR-3 shall be retained by the firm or person with which the 
arrangements are being made and a copy shall be provided to the 
authorizing agent; and 
 2. A person arranging his or her own cremation shall have the 
right to transfer or cancel this authorization at any time prior to 
death by notifying by certified mail, the firm or person with which 
the preneed authorization form is filed; 
 (s) A statement informing the authorizing agent that if there are 
not different or inconsistent instructions provided to the crematory 
authority at the time of death, the crematory authority shall release 
or dispose of the cremated remains as indicated on this Preneed 
Cremation Authorization, Form CR-3; 
 (t) A statement informing the authorizing agent that: 
 1. If there is a conflict between the authorizing agent's preneed 
authorization and the demands of the next class of authorizing 
agent, the crematory authority shall not accept for cremation the 
authorizing agent's remains without an order deciding the issues 
entered by the district court of the county of the decedent 
authorizing agent's residence or the county where the funeral 
home or the crematory authority is located; 
 2. The order may be issued by the court after a petition for a 
resolution has been initiated by any natural person in the next 
class of authorizing agent or the crematory authority; and 
 3. Unless extraordinary circumstances exist, the court shall 
give due deference to the desires of the decedent authorizing 
agent as expressed in the Preneed Cremation Authorization, Form 
CR-3; 
 (u) Instructions on the disposition of the cremated remains, 
indicating whether the cremated remains will be: 
 1. Interred and, if so, where; 
 2. Scattered in a scattering area or garden and, if so, where; 
 3. Scattered on private property with the permission of the 
owner and, if so, where; 

 4. Delivered either in person or by registered mail and, if so, to 
whom; or 
 5. Picked up at the crematory office and, if so, by whom; 
 (v) The printed name, signature, address (including city, state, 
and zip code) and home telephone of the authorizing agent, 
explicitly authorizing the crematory authority to cremate the human 
remains of the authorizing agent; 
 (w) The date and location where the authorizing agent signed 
the Preneed Cremation Authorization, Form CR-3; 
 (x) The signature of the funeral director or other individual as 
witness for the authorizing agent; 
 (y) The name of the funeral director or other individual acting 
as witness for the authorizing agent; 
 (z) The address of the funeral director or other individual acting 
as witness for the authorizing agent, including the city, state, and 
zip code; and 
 (aa) The telephone number of the funeral director or other 
individual acting as witness for the authorizing agent. 
 
 Section 4. Statement of Supervision Form. The Statement of 
Supervision for Registered Crematory Retort Operators, Form CR-
4, required by KRS 367.97514(6), shall contain the: 
 (1) Name of the crematory retort operator who was supervised; 
 (2) Name of the employer crematory authority; 
 (3) Name of the supervising crematory operator, verifying that 
the crematory retort operator completed forty-eight (48) hours of on 
the job training supervised by the crematory operator; 
 (4) Date on which the form was signed; 
 (5) Signature of the crematory retort operator; 
 (6) Signature of the crematory operator who supervised the 
crematory retort operator; and 
 (7) Registration number of the crematory operator. 
 
 Section 5. Crematory Authority License Application Form. The 
Crematory Authority License Application, Form CR-5 required by 
KRS 367.97504(1), shall contain: 
 (1) A statement informing the applicant that a crematory 
authority license shall be obtained from the Attorney General at 
least thirty (30) days prior to the opening of the crematory authority 
to conduct cremations; 
 (2) A statement informing the applicant that a $100 registration 
fee shall accompany the application, and that the application shall 
be signed by a person, officer, or agent with authority to do so, 
under oath, and the signature shall be notarized; 
 (3) The date of the application; 
 (4) The full legal name of the applicant; 
 (5) The crematory name, if different from the applicant; 
 (6) The business telephone number; 
 (7) The physical address of the crematory, including the city, 
county, state, and zip code; 
 (8) Mailing address, including city, state, and zip code, of the 
crematory authority, if different from the physical address; 
 (9) The form of organization of the crematory, indicating 
whether it is a: 
 (a) Corporation, and if so indicate the state of incorporation; 
 (b) Limited liability company, and if so indicate the state of 
organization; 
 (c) Partnership, and if so indicate the state of formation; 
 (d) Individual; or 
 (e) Other, and if so, please explain and indicate the state of 
formation; 
 (10) Evidence of authority to transact business in the 
Commonwealth of Kentucky, including a copy of the applicantôs 
certificate of authority to transact business in the Commonwealth of 
Kentucky issued by the Kentucky Secretary of State, or other 
evidence of authority to transact business in the Commonwealth of 
Kentucky and describing the other evidence; 
 (11) The name, position, home address, including the city, 
state, and zip code, driverôs license number and state of issuance, 
and date of birth, of every owner of the applicant, or if the applicant 
is a business entity, every member, officer, and director of the 
applicant; 
 (12) The name, address, including city, state, and zip code, 
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and account number, if applicable, of one (1) financial reference. 
Suitable financial references shall include financial institutions and 
industry suppliers. Personal references shall not be acceptable; 
 (13) The name and address, including city, state, and zip code, 
of the financial institution at which the applicant has its business 
bank account; 
 (14) The account number of the business bank account; 
 (15) Whether the applicant intends to solicit preneed funeral 
contracts. If yes, a completed application for a Preneed 
Merchandise Sellers Application, Form CPN-6, incorporated by 
reference in 40 KAR 2:155, shall be attached; 
 (16) A statement from the applicant's retort manufacturer, 
which shall include: 
 (a) The date on which the manufacturer delivered the retort to 
the applicant; 
 (b) Whether the manufacturer installed the retort and, if so, 
when the installation occurred; and 
 (c) Whether the retort was tested upon installation and, if so, 
the results of those tests; 
 (17) A statement informing the applicant that by submitting the 
application, the applicant represents, agrees to, and states under 
penalty of law, that: 
 (a) The information provided is true and accurate to the best of 
the applicant's knowledge; 
 (b) The applicant is required to notify the Attorney General 
immediately of any change in the information required by this 
section and that KRS 367.97504(2) governs when a new license 
application form is required to be filed; 
 (c) The applicant is not insolvent, has not conducted business 
in a fraudulent manner, and is duly authorized to do business in the 
state; 
 (d) The applicant is in a position to commence operating a 
crematory and that all relevant state and local permits required 
have been issued; 
 (e) Final judgment or conviction for any crime involving moral 
turpitude has not been entered against the applicant; 
 (f) The license may be denied pursuant to KRS 367.97504, 
and may be denied, suspended, or revoked pursuant to KRS 
367.97534; 
 (g) The applicant understands that, pursuant to KRS 
367.97504(2), changes in the persons, firm, partnership, 
ownership, association, or corporate structure as originally named 
in the application render the license, if granted, void, and that the 
crematory authority shall file a new application before the changes 
shall be official; and 
 (h) The applicant is authorized to complete the application on 
behalf of the applicant crematory; and 
 (18) A dated and notarized signature of the person making the 
application on behalf of the crematory, and that person's title or 
position held]. 
 
 Section 5.[Section 6.] Required Records of the Crematory 
Authority. To comply with KRS 367.97504(5), a crematory authority 
shall keep and maintain the following records for all cremations 
occurring within the prior ten (10) years[The records maintained by 
the crematory authority required by KRS 367.97504(5) shall 
include]: 
 (1) The original or a[For all cremations occurring within the last 
ten (10) years: 
 (a) A] copy of the completed Cremation Authorization, Form 
CR-1;[ and, if applicable, the] 
 (2) Any discontinued Preneed Cremation Authorization, Form 
CR-3 completed and executed prior to July 15, 2016[, which was 
the effective date of the amendments to KRS 367.97501 and 
367.97527, which phased out the Preneed Cremation 
Authorization, Form CR-3; or]; and 
 (3)[(b)] Any[The] Funeral Planning Declaration, Form FPD-1 as 
incorporated by reference in 40 KAR 2:145.[;] 
 [(2) A copy of the identification required to be attached to the 
outside of the cremation container by KRS 367.97507(2) and 
367.97514(2); and 
 (3) A copy of any stainless steel identification tag that is placed 
with the human remains prior to cremation, is subjected to the 

cremation process with the human remains, survives the cremation 
process, and is left with the cremated remains after the cremation 
process is complete.] 
 
 Section 6.[Section 7.] Inspection of Crematory Authorities. The 
Attorney General may conduct announced and unannounced 
inspections of the applicantôs[applicantsô] and a licensed 
crematory authorityôs[authoritiesô] premises during normal 
business hours to review records and ensure compliance with KRS 
367.97501 to 367.97537 and related administrative regulations. 
An applicant[Applicants] and a licensed crematory 
authority[authorities] shall permit these[such] inspections and 
make all requested records readily available to the Attorney 
General upon request.[An inspection of the crematory authority 
and its records, as required by KRS 367.97504(5), shall include 
annual, unannounced inspections of all crematory authority 
facilities and records and may include: 
 (1) An inspection of the crematory authority to determine if it is 
in active operation or is in a position to commence operation; 
 (2) An inspection of the retort for proper operation; 
 (3) An inspection of the crematory authority facility to 
determine if it is secure from unauthorized access; 
 (4) An inspection of the crematory authority facility to 
determine if the crematory authority license is displayed in a 
conspicuous place; 
 (5) An inspection of the refrigerated holding facility used for 
holding human remains to determine if it is secure from 
unauthorized access and functioning properly; and 
 (6) An inspection of crematory records for all cremations 
occurring within ten (10) years of the date of the inspection, 
including all information required to be kept by KRS 367.97504(5) 
and this administrative regulation.] 
 
 Section 7. Material Changes in Application and Reports. A 
licensed crematory authority shall notify the Attorney General 
within fourteen (14) days of any material change in the information 
provided in its applications or reports. 
 
 Section 8. Human Remains of Deceased Pregnant Mother. A 
licensed crematory may cremate the remains of a deceased 
pregnant woman together with the fetal remains of her unborn 
child or children[child(ren)] within the same cremation chamber. 
Completion of a Cremation Authorization, Form CR-1 authorizing 
cremation of the deceased pregnant woman shall also authorize 
cremation of her unborn child or children[child(ren)]. 
 
 [Section 8. Inspection Completion Certificate. Each crematory 
authority that successfully passes an annual inspection shall 
receive an Inspection Completion Certificate, which shall contain: 
 (1) The name of the crematory authority; 
 (2) The address of the crematory authority, including city, state, 
and zip code; 
 (3) A certified statement that an inspection has been performed 
by the Kentucky Attorney General's Office; 
 (4) The date on which the inspection was performed; and 
 (5) The signature of an authorized representative of the 
Attorney General's Office.] 
 
 Section 9. Incorporation by Reference. (1) The following 
material is incorporated by reference: 
 (a) ñCremation Authorizationò, Form CR-1, Oct. 2022[04-17]; 
 (b) ñCrematory Authority Annual Reportò, Form CR-2, Oct. 
2022[11-02]; 
 (c) ["Preneed Cremation Authorization", Form CR-3, 11-02;] 
 [(d)] ñStatement of Supervision for Registered Crematory 
Retort Operatorsò, Form CR-4, Oct. 2022[11-02]; and 
 (d)[(e)] ñCrematory Authority License Applicationò, Form CR-5, 
Oct. 2022[07-16]. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Office of the Attorney 
General, Office of Consumer Protection, 1024 Capital Center 
Drive, Suite 200, Frankfort, Kentucky 40601, Monday through 
Friday, 8:00 a.m. to 4:30 p.m. This material is also available on the 
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Officeôs Web site, https://ag.ky.gov/Pages/default.aspx. 
 
 CONTACT PERSON: Stephen B. Humphress, Asst. Attorney 
General, Office of Consumer Protection, Kentucky Office of 
Attorney General, 1024 Capital Center Drive, Suite 200, Frankfort, 
Kentucky 40601, phone 502-696-5408, fax (502) 573-8317, email 
steve.humphress@ky.gov. 
 
 

FINANCE AND ADMINISTRATION CABINET 
Kentucky Retirement Systems 

(As Amended at ARRS, February 14, 2023) 
 
 105 KAR 1:411. Hospital and medical insurance for retired 
members and Kentucky Retirement Systems Insurance Fund 
Trust. 
 
 RELATES TO: KRS 16.505, 16.576(4), 61.505(1)(g), 61.510, 
61.701, 61.702, 78.510, 78.5536, 26 U.S.C. 105(b), 106, 115, 
213(d), 42 U.S.C. 300bb-8(3), 1395y(b), Pub.L. 111-148 
 STATUTORY AUTHORITY: KRS 61.505(1)(g), 61.702, 
78.5536 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
61.505(1)(g) authorizes the Kentucky Public Pensions Authority to 
promulgate administrative regulations on behalf of the Kentucky 
Retirement Systems and the County Employees Retirement 
System that are consistent with KRS 16.505 to 16.652, 61.510 to 
61.705, and 78.510 to 78.852. KRS 61.702 and 78.5536 provide 
for the systems operated by the Kentucky Public Pensions 
Authority to offer hospital and medical insurance coverage to 
recipients (including retired members and some beneficiaries of 
deceased members), their spouses, and their disabled or 
dependent children, and require the promulgation of administrative 
regulations concerning requirements for medical insurance 
reimbursement programs. This administrative regulation 
establishes procedures for the administration of the hospital and 
medical insurance benefits provided by the Kentucky Retirement 
Systems and the County Employees Retirement System, as well 
as establishes eligibility requirements, necessary documentation 
for proof of insurance, deadlines for filing for reimbursement, and 
forms. 
 
 Section 1. Definitions. 
 (1) "Agency" means: 
 (a) Prior to April 1, 2021, the Kentucky Retirement Systems, 
which administered the State Police Retirement System, the 
Kentucky Employees Retirement System, and the County 
Employees Retirement System; and 
 (b) Beginning April 1, 2021, the Kentucky Public Pensions 
Authority, which is authorized to carry out the day-to-day 
administrative needs of the Kentucky Retirement Systems 
(comprised of the State Police Retirement System and the 
Kentucky Employees Retirement System) and the County 
Employees Retirement System. 
 (2) "Boards" means the Board of Trustees of the Kentucky 
Retirement Systems and the Board of Trustees of the County 
Employees Retirement System. 
 (3) "Complete" means all required sections of a form are filled 
out, the form has been fully executed by the recipient or the 
recipient's legal representative, and all supporting documentation 
required by the form is included with the form. 
 (4) "Dependent child" is defined by[in] KRS 16.505(17) and 
78.510(49). 
 (5) "Eligible spouse and dependent children" means spouses 
and dependent children who are eligible to receive all or a portion 
of their premiums paid for by the boards in accordance with KRS 
61.702 and 78.5536. 
 (6) "File" means a form or document has been received at the 
retirement office by mail, fax, secure email, in-person delivery, or 
via Self Service on the Web site maintained by the agency (if 
available). 
 (7) "MEM" means: 
 (a) A Medicare eligible member who is retired and reemployed: 

 1. With a participating employer that[which] offers the 
member a hospital and medical insurance benefit;[,] or 
 2. By a participating employer that[which] is prevented from 
offering a hospital and medical benefit to the member as a 
condition of reemployment under KRS 70.293, 95.022, or 164.952; 
and 
 (b) A Medicare eligible member who is retired and whose 
spouse meets the following criteria: 
 1. The spouse is also a [retired ]member; 
 2. The spouse is reemployed with a participating employer 
that[which] offers the spouse a hospital and medical insurance 
benefit, or by a participating employer that[which] is prevented 
from offering a hospital and medical benefit to the spouse as a 
condition of reemployment under KRS 70.293, 95.022, or 164.952; 
and 
 3. The spouse's[premium required to provide the spouse 
with] hospital and medical insurance plan coverage is provided 
by the[fully or partially paid based on the Medicare eligible] 
retired member's benefits pursuant to[as provided in] KRS 
61.702(2)[(4)] and 78.5536(2)[(4)]. 
 (8) "Member" is defined by[in] KRS 16.505(21), 61.510(8), and 
78.510(8). 
 (9) "Monthly contribution rate" means: 
 (a) The amount determined by the boards as the maximum 
contribution the systems will pay toward the premium of a retired 
member who began participating in the systems on or before June 
30, 2003; or 
 (b) For a retired member who began participating in the system 
on or after July 1, 2003, the amount per month earned by the 
retired member based on years of service as provided in KRS 
61.702(4)(e) and 78.5536(4)(e). 
 (10) "Premium" means the monthly dollar cost required to 
provide hospital and medical insurance plan coverage for a 
recipient, a recipient's spouse, or a disabled or dependent child. 
 (11) "Provide", if[when] used in reference to a form or other 
document, means the agency makes a form or document available 
on its Web site (if appropriate) or, upon request by a recipient or 
other person, by mail, fax, secure email, or via Self Service on the 
Web site maintained by the agency (if available). 
 (12) "Qualifying event" means a change in life circumstances 
that: 
 (a) Meets[meet] the agency's requirement for a member to 
alter an existing hospital and medical insurance plan, or sign up for 
a new one outside of new or open enrollment if[when] the 
alteration is consistent with the change; and 
 (b) Is included on the[the agency shall provide a] list of 
qualifying events provided annually to the members by the 
agency. 
 (13) "Recipient" is defined by[in] KRS 16.505(26), 61.510(27), 
and 78.510(26). 
 (14) "Retired member" is defined by[in] KRS 16.505(11), 
61.510(24), and 78.510(23). 
 (15) "Retirement allowance" is defined by[in] KRS 16.505(12), 
61.510(16), and 78.510(16). 
 (16) "Retirement office" is defined by[in] KRS 16.505(28), 
61.510(31), and 78.510(29). 
 (17) "Systems" means the State Police Retirement System, the 
Kentucky Employees Retirement System, and the County 
Employees Retirement System. 
 (18) ñWellnessò or ñwellbeing promiseò means an annual 
health assessment or screening that, if completed timely, 
provides a discounted insurance rate for the following fiscal 
yearôs health insurance plan premium. 
 
 Section 2. Trust Fund. 
 (1) Pursuant to KRS 61.701, fund assets shall be dedicated for 
use toward health benefits, as provided in KRS 61.702 and 
78.5536, and as permitted under 26 U.S.C. 105 and 106 of the 
United States Internal Revenue Code, to retired recipients and 
employees of employers participating in the systems. Certain 
dependents or beneficiaries shall be included, such as qualified 
beneficiaries as described in 42 U.S.C. 300bb-8(3) of the United 
States Public Health Service Act. 
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 (2) The boards may adopt a trust agreement and take all action 
authorized by KRS 61.701(6). 
 
 Section 3. Contribution Rates. 
 (1)  
 (a) The boards shall adopt monthly contribution rates as 
follows: 
 1. Medicare eligible coverage; 
 2. Non-Medicare eligible coverage; and 
 3. MEM coverage. 
 (b) The boards may choose to adopt a monthly contribution 
rate for MEM coverage that is separate from the monthly 
contribution rate the boards adopt[adopts] for Medicare and non-
Medicare eligible coverage, or may choose to adopt a monthly 
contribution rate that is the same for Non-Medicare eligible 
coverage and MEM coverage. 
 (2) The boards shall adopt a contribution plan for each monthly 
contribution rate in subsection (1) of this section. 
 (3) The boards may adopt separate contribution rates for: 
 (a) Tobacco and non-tobacco users;[,] and 
 (b) Wellness or wellbeing promise completion and 
incompletion. 
 
 Section 4. Payments by the Boards. 
 (1) The monthly contribution rate paid by the boards towards 
premiums for a recipient or eligible spouse or dependent child shall 
not exceed the monthly contribution rate to which the recipient is 
entitled under KRS 61.702 and 78.5536. 
 (2) For a retired member who retired based on reciprocity with 
any other state-administered retirement system, the boards shall 
not pay more than a portion of the single monthly contribution rate 
for the hospital and medical insurance plan chosen by the retired 
member based on the retired member's service credit with the 
systems. 
 (3)  
 (a) A retired member who is not Medicare eligible or is a MEM 
may cross-reference health insurance coverage with a spouse 
enrolled in the same hospital and medical insurance plan. 
 (b) A retired member identified in paragraph (a) of this 
subsection who has hazardous service and a membership date 
prior to July 1, 2003 may be able to use any unused portion of the 
monthly contribution rate the retired member is entitled to receive 
toward the premium cost attributable to the spouse, if the spouse's 
portion of the premium is not fully paid by the boards pursuant to 
KRS 61.702 and 78.5536. 
 (4) Pursuant to KRS 61.702(4)(d), 61.702(4)(e)5., 
78.5536(4)(d), and 78.5536(4)(e)5., funds from the insurance trust 
fund or the 401(h) accounts provided for in KRS 61.702(3)(b) and 
78.5536(3)(b) shall be used to pay a percentage of the monthly 
contribution rate for family coverage for eligible spouses and 
dependent children as defined in KRS 16.505(17) and 78.510(49). 
 (5)  
 (a) Members not eligible for Medicare who began participation 
in the system on or after July 1, 2003 and have accrued an 
additional full year of service as a participating employee beyond 
his or her career threshold may receive an additional five (5) dollar 
[($5) ]contribution toward monthly hospital and medical insurance 
premiums in accordance with KRS 61.702(4)(e)6.b. and 
78.5536(4)(e)6.b. 
 (b)  
 1. If a member who is eligible for an additional five (5) dollar 
[($5) ]contribution pursuant to paragraph (a) of this subsection has 
service in multiple systems operated by the agency, each system 
in which the member participates that meets the requirements of 
KRS 61.702(4)(e)6.b.iii. and 78.5536(4)(e)6.b.iii shall pay a portion 
of the additional five (5) dollar contribution based on the 
percentage of the member's service in each system. 
 2. If a member who is eligible for an additional five (5) dollar 
contribution pursuant to paragraph (a) of this subsection has 
service in multiple systems operated by the agency, and not all of 
the systems in which the member participates meet the 
requirements of KRS 61.702(4)(e)6.b.iii. and 78.5536(4)(e)6.b.iii, 
only those systems that meet the requirements of KRS 

61.702(4)(e)6.b.iii. and 78.5536(4)(e)6.b.iii shall pay a portion of 
the additional five (5) dollar contribution based on the percentage 
of the member's service in each system. 
 
 Section 5. Premiums Paid by Recipient. 
 (1) Any premium amount that is not paid or payable by the 
insurance trust fund established under KRS 61.701 or a 401(h) 
account in accordance KRS 61.702 and 78.5536 shall be deducted 
from the monthly retirement allowance of the recipient. 
 (2)  
 (a) If the amount of a premium is not fully paid by the insurance 
trust fund established under KRS 61.701, a 401(h) account, and 
the recipient's monthly retirement allowance, then the recipient 
shall pay the balance of the premium monthly by electronic transfer 
of funds by filing a complete Form 6131, Bank Draft Authorization 
for Direct Pay Accounts, at the retirement office. 
 (b) If a complete Form 6131, Bank Draft Authorization for 
Direct Pay Accounts, is required and is not filed at the retirement 
office, then the recipient, the recipientôs[their] spouse, and any 
disabled or dependent children shall not be enrolled in a hospital 
and medical insurance plan established pursuant to KRS 61.702 
and 78.5536. 
 (c)  
 1. If the electronic transfer of funds based on a complete Form 
6131, Bank Draft Authorization for Direct Pay Accounts, on file at 
the retirement office fails, then the agency shall provide an invoice 
to the recipient. 
 2. If a recipient fails to remit the balance of the premium by the 
date provided on the invoice, then the enrollment of the recipient, 
the recipientôs[their] spouse, and any disabled or dependent 
children in the hospital and medical insurance plan shall be 
cancelled the month after the last month the recipient paid the 
premium. 
 (d) If the hospital and medical insurance plan coverage of a 
recipient, the recipientôs[their] spouse, or any disabled or 
dependent children is cancelled pursuant to this subsection, the 
recipient shall not be eligible to enroll in a hospital and medical 
insurance plan established pursuant to KRS 61.702 and 78.5536 
until the next open enrollment period for hospital and medical 
insurance plan coverage. 
 
 Section 6. Eligibility to Participate in Hospital and Medical 
Insurance Plans. 
 (1) A person shall not be eligible to participate in the hospital 
and medical insurance plans established pursuant to KRS 61.702 
and 78.5536 until the person is a recipient of a monthly retirement 
allowance, except as provided in KRS 16.576(4). 
 (2) A person who retires under disability retirement shall not be 
eligible to participate in the hospital and medical insurance plans 
established pursuant to KRS 61.702 and 78.5536 until the month 
the person receives his or her first monthly retirement allowance 
payment. 
 (3) A recipient's spouse, disabled child, or dependent child 
shall not be eligible to participate in the hospital and medical 
insurance plans established pursuant to KRS 61.702 and 78.5536 
unless the recipient is participating in the hospital and medical 
insurance plans established pursuant to KRS 61.702 and 78.5536. 
 (4) An alternate payee shall not be eligible for participation in 
the hospital and medical insurance plans established pursuant to 
KRS 61.702 and 78.5536. 
 
 Section 7. Participation in a Hospital and Medical Insurance 
Plan. 
 (1) A recipient, spouse, or disabled or dependent child who is 
Medicare eligible, except individuals identified in subsection (2) of 
this section, shall participate in the hospital and medical insurance 
plan established for Medicare eligible recipients pursuant to KRS 
61.702 and 78.5536. 
 (2) MEMs, and spouses of MEMs and disabled or dependent 
children of MEMs who are Medicare eligible, shall participate in the 
group hospital and medical insurance plan established for MEMs 
pursuant to KRS 61.702(2)(b)3.b. and 78.5536(2)(b)3.b.. 
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 (3) A recipient, spouse, or disabled or dependent child who is 
not Medicare eligible shall participate in a non-Medicare eligible 
group hospital and medical insurance plan established pursuant to 
KRS 61.702 and 78.5536. 
 (4) If a recipient, spouse, or disabled or dependent child is 
eligible for Medicare but the other persons enrolled in a group 
hospital and medical insurance plan are not, then the recipient, 
spouse, or disabled or dependent child who is not eligible for 
Medicare may continue to participate in the non-Medicare eligible 
group hospital and medical insurance plan established pursuant to 
KRS 61.702 and 78.5536. 
 (5) Members identified in subsections (1) through (4) of this 
section may waive enrollment in the hospital and medical 
insurance plan by filing: 
 (a) A completed [form 6200, ]KPPA Health Plans for Medicare 
Eligible Persons form, for Medicare eligible recipients;[,] or 
 (b) A completed [form 6200, ]Retiree Health Insurance 
Enrollment/Change Form, for MEMs and non-Medicare eligible 
recipients. 
 (6) Members identified in subsections (1) through (4) of this 
section who do not enroll in or waive the hospital and medical 
insurance plan shall be automatically enrolled in an appropriate 
default plan in accordance with Section 9 of this administrative 
regulation. 
 
 Section 8. Required Forms. 
 (1) If the boards use the group hospital and medical insurance 
provided by the Kentucky Department of Employee Insurance to 
provide health insurance coverage for its non-Medicare eligible 
recipients, spouses, disabled or dependent children, and MEMs, 
then the agency shall provide these recipients and MEMs with the 
[Form 6200, ]Retiree Health Insurance Enrollment/Change Form, 
required for enrollment, waiver, or changes to the group hospital 
and medical insurance plan. 
 (2) On behalf of the boards, the agency shall arrange hospital 
and medical insurance coverage for Medicare eligible recipients, 
spouses, and disabled or dependent children, except MEMs. The 
agency shall provide these recipients with the [Form 6200, ]KPPA 
Health Plans for Medicare Eligible Persons form, required for 
enrollment, waiver, or changes to the hospital and medical 
insurance plans. 
 (3) The agency shall provide the Form 6256, Designation of 
Spouse and/or Dependent Child for Health Insurance 
Contributions, for recipients to complete to receive health 
insurance contributions toward an eligible spouse and dependent 
children who are between the ages of eighteen (18) and twenty-
two (22). 
 
 Section 9. Default Plans. 
 (1) The boards shall adopt a default plan for new retired 
members upon initial enrollment, and for recipients who do not file 
a complete insurance enrollment form during annual open 
enrollment, if[when] required. 
 (2) The boards shall adopt a default plan for retired members 
and recipients who are Medicare eligible, and a default plan for 
retired members and recipients who are non-Medicare eligible and 
recipients who are subject to 42 U.S.C. 1395y. 
 
 Section 10. Initial and Annual Enrollment and Qualifying 
Events. 
 (1)  
 (a) The recipient shall file complete insurance enrollment forms 
as described in Section 8 of this administrative regulation at the 
retirement office by the last day of the month the initial retirement 
allowance is paid. 
 (b) If the recipient fails to file the complete insurance 
enrollment forms as required by paragraph (a) of this 
subsection[described in Section 8 of this administrative 
regulation at the retirement office by the last day of the month 
prior to the month the initial retirement allowance is paid], the 
retired member shall be automatically enrolled in the appropriate 
default plan adopted by the boards as described in Section 9 of 
this administrative regulation. 

 (c) If the recipient identified in paragraph (a) of this subsection 
files the completed insurance enrollment forms as described in 
Section 8 of this administrative regulation by the last day of the 
month in which he or she receives his or her initial retirement 
allowance payment, the retired member shall[will] be enrolled in 
the selection indicated on the form effective the first day of the 
following month. 
 (2) If a recipient has a qualifying event, the recipient shall file 
the complete insurance enrollment forms as described in 
[subsections (1) or (2) of ]Section 8(1) or (2) of this 
administrative regulation at the retirement office within the time 
period prescribed by state and federal law and the health 
insurance plan documents. 
 (3)(a) If enrollment is mandatory: 
 1.[(a)] The recipient shall file the complete insurance 
enrollment forms as described in Section 8 of this administrative 
regulation at the retirement office by the last day of the month of 
the annual open enrollment period[ when enrollment is 
mandatory]. 
 2.[(b)] If the recipient fails to file the complete insurance 
enrollment forms as required by subparagraph 1. of this 
paragraph[described in Section 8 of this administrative 
regulation at the retirement office by the last day of the month 
of the annual open enrollment period when enrollment is 
mandatory], the recipient shall be automatically enrolled in the 
default plan adopted by the boards as described in Section 9 of 
this administrative regulation.[.] 
 (b)[(c)] If[When] enrollment is not mandatory: 
 1. The recipient may file the complete insurance 
enrollment forms as described in Section 8 of this 
administrative regulation at the retirement office by the last 
day of the month of the annual open enrollment period. 
 2. If the recipient does not file the complete insurance 
enrollment forms as required by subparagraph 1. of this 
paragraph, the recipient, and the recipient's spouse and disabled 
or dependent children as applicable, shall[will] remain on[in] the 
same plan with the same level of coverage as the previous plan 
year. 
 (4)  
 (a)  
 1. In order to receive health insurance contributions toward an 
eligible spouse or a dependent child who is between the ages of 
eighteen (18) and twenty-two (22), the recipient shall file a 
complete Form 6256, Designation of Spouse and/or Dependent 
Child for Health Insurance Contributions, by November 30th of the 
calendar year prior to the calendar year in which coverage is 
effective, regardless of whether enrollment is mandatory or not 
mandatory. 
 2. If a qualifying event results in a new eligible spouse or 
dependent child, in order to receive health insurance contributions 
toward the eligible spouse or a dependent child who is between the 
ages of eighteen (18) and twenty-two (22), the recipient shall file a 
complete Form 6256, Designation of Spouse and/or Dependent 
Child for Health Insurance Contributions. 
 (b)  
 1. If the recipient does not file a complete Form 6256, 
Designation of Spouse and/or Dependent Child for Health 
Insurance Contributions, in accordance with paragraph (a) of this 
subsection, health insurance contributions shall not be paid toward 
the premiums for an eligible spouse or dependent children unless a 
complete Form 6256 is filed at the retirement office in the calendar 
year in which coverage is in effect. 
 2. If the recipient files a complete Form 6256, Designation of 
Spouse and/or Dependent Child for Health Insurance 
Contributions, between December 1 and December 31 of the 
calendar year prior to the calendar year in which coverage is 
effective, then health insurance contributions may be paid for an 
eligible spouse or a dependent child who is between the ages of 
eighteen (18) and twenty-two (22) as of January of the calendar 
year in which coverage is effective. If the health insurance 
contributions are not paid for an eligible spouse or a dependent 
child as of January of the calendar year in which coverage is 
effective, then health insurance contributions shall be paid starting 
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in February of the calendar year in which coverage is effective and 
the recipient shall also be reimbursed for the January health 
insurance contributions for the eligible spouse or dependent child. 
 3. If the recipient files a complete Form 6256, Designation of 
Spouse and/or Dependent Child for Health Insurance 
Contributions, prior to December 31 of the calendar year in which 
coverage is in effect, health insurance contributions shall be paid 
toward premiums for an eligible spouse or a dependent child who 
is between the ages of eighteen (18) and twenty-two (22) in any 
month in the calendar year in which coverage is effective after the 
Form 6256 is filed at the retirement office. If a complete Form 6256 
is filed at the retirement office prior to December 31 of the calendar 
year in which coverage is in effect, the recipient shall also be 
reimbursed for up to three (3) months of health insurance 
contributions for the eligible spouse and dependent children. 
 
 Section 11. Changes in Spouse and Disabled or Dependent 
Child Eligibility. 
 (1) Recipients, spouses, and disabled or dependent children 
shall notify the agency of any change that may affect the eligibility 
of the spouse, disabled child, or dependent child to enroll in a 
hospital and medical insurance plan offered by the agency or the 
eligibility of the spouse or dependent child to have all or a portion 
of their premiums paid for by the boards in accordance with KRS 
61.702 and 78.5536. 
 (2)  
 (a) The recipient shall [be required to ]repay any premiums 
that were paid by the boards after the spouse or dependent child 
ceased to be eligible to have all or portion of their premiums paid in 
accordance with KRS 61.702 and 78.5536. 
 (b) If the agency is unable to recover from the recipient the full 
amount of premiums paid in accordance with paragraph (a) of this 
subsection, the agency may withhold any remaining amount from 
the recipient's monthly retirement allowance payment. 
 (c) If the agency is not able to recover the full amount of the 
premiums paid in accordance with paragraphs (a) and (b) of this 
subsection, the agency may recover any remaining amount from 
the spouse or dependent child. 
 
 Section 12. Medical Insurance Reimbursement Plan for 
Recipients Living Outside of Kentucky. 
 (1) A recipient may participate in the medical insurance 
reimbursement plan pursuant to KRS 61.702(6) and 78.5536(6) if 
the recipient lives in an area outside of the coverage of the group 
hospital and medical insurance plans offered by the agency. 
 (2) The medical insurance reimbursement plan shall be 
available in any month the recipient: 
 (a) Resides outside of Kentucky;[,] 
 (b) Is not eligible for the same level of hospital and medical 
benefits as recipients who resided inside of Kentucky with the 
same Medicare status;[,] and 
 (c) Has paid hospital and medical insurance plan premiums 
capable of being reimbursed. 
 (3) Recipients eligible to participate in the medical insurance 
reimbursement plan shall be reimbursed up to the applicable 
monthly contribution rate for premiums paid for hospital and 
medical coverage less any premiums paid by the recipient's 
employer. 
 (4)  
 (a) In order to receive the applicable reimbursement, an 
eligible recipient shall file a Form 6240, Application for Out of State 
Reimbursement for Medical Insurance, and as applicable Form 
6256, Designation of Spouse and/or Dependent Child for Health 
Insurance Contributions, at the retirement office with one (1) or 
more of the following as proof of coverage and payment of 
premiums for hospital and medical insurance that covers the entire 
time period for the requested reimbursement: 
 1. Form 6241, Employer Certification of Health Insurance for 
Health Insurance Reimbursement Plan, completed by the 
employer; 
 2. Form 6242, Insurance Agency/Company Certification of 
Health Insurance for Health Insurance Reimbursement Plan, 
completed by the insurance agency or company; 

 3. A signed statement from the employer listing 
individuals[individual(s)] covered, dates of hospital and medical 
insurance coverage, amount of premiums deducted from wages, 
and the cost of the single coverage; or 
 4. A signed statement or invoice from the insurance company 
listing individuals[individual(s)] covered, the dates and cost of 
single hospital and medical insurance coverage, along with proof of 
payment such as a receipt or bank statement clearly indicating 
payment for the statement or invoice provided. 
 (b)  
 1. If any provided documentation is deemed insufficient by the 
agency, the agency may request additional proof of medical and 
hospital insurance coverage or payment. 
 2. The agency may verify the recipient's eligibility for 
reimbursement for hospital and medical insurance by requesting 
verification of coverage and payments directly from the insurance 
company indicated on the Form 6240, Application for Out of State 
Reimbursement for Medical Insurance. 
 (5) An eligible recipient may file for reimbursement quarterly 
each calendar year in accordance with subsection (4) of this 
section. 
 (6) If the eligible recipient files for reimbursement in 
accordance with subsection (4) of this section, the eligible recipient 
shall be reimbursed on the following schedule: 
 (a) In February, if[when] all documentation is filed at the 
retirement office by January 20; 
 (b) In May, if[when] all documentation is filed at the retirement 
office by April 20; 
 (c) In August, if[when] all documentation is filed at the 
retirement office by July 20; or 
 (d) In November, if[when] all documentation is filed at the 
retirement office by October 20. 
 (7) The agency shall not reimburse an eligible recipient for 
premiums for a calendar year in which the eligible recipient failed 
to file a request for reimbursement in accordance with subsection 
(4) of this section by March 20 of the following calendar year. 
 (8)  
 (a) If a recipient receives a payment from the agency that does 
not qualify as a premium reimbursement, the recipient shall return 
the payment to the agency at the retirement office. 
 (b) If the recipient fails to return the payment, the agency may 
withhold the payment from the recipient's monthly retirement 
allowance payment. 
 
 Section 13. Dollar Contribution Medical Insurance 
Reimbursement Plan for Recipients Hired on or after July 1, 2003. 
 (1) Beginning January 1, 2023, a recipient with a hire date on 
or after July 1, 2003 may participate in the hospital and medical 
insurance dollar contribution reimbursement plan pursuant to KRS 
61.702(6) and 78.5536(6), if the recipient chooses to purchase a 
hospital and medical insurance plan not provided by the systems. 
 (2) Recipients eligible to participate in the dollar contribution 
medical insurance reimbursement plan shall be reimbursed up to 
the applicable monthly contribution rate for premiums paid for 
hospital and medical coverage less any premiums paid by the 
recipient's employer. 
 (3)  
 (a) In order to receive the applicable reimbursement, an 
eligible recipient shall file a Form 6280, Application for Dollar 
Contribution Reimbursement for Medical Insurance, at the 
retirement office with one (1) or more of the following as proof of 
payment of premiums for hospital and medical insurance coverage 
that covers the entire time period for the requested reimbursement: 
 1. Form 6281, Employer Certification of Health Insurance for 
Dollar Contribution Reimbursement Plan, completed by the 
employer; 
 2. Form 6282, Insurance Agency/Company Certification of 
Health Insurance for Dollar Contribution Reimbursement Plan, 
completed by the insurance agency or company; 
 3. A signed statement from the employer listing 
individuals[individual(s)] covered, dates of hospital and medical 
insurance coverage, amount of premiums deducted from wages, 
and the cost of the single coverage; or 
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 4. A signed statement or invoice from the insurance company 
listing the individuals[individual(s)] covered, dates, and cost of 
single hospital and medical insurance coverage; along with proof of 
payment such as a receipt or bank statement clearly indicating 
payment for the statement or invoice provided. 
 (b)  
 1. If any provided documentation is deemed insufficient by the 
agency, the agency may request additional proof of medical and 
hospital insurance coverage or payment. 
 2. The agency may verify the recipient's eligibility for 
reimbursement for hospital and medical insurance by requesting 
verification of coverage and payments directly from the insurance 
company indicated on the Form 6280, Application for Dollar 
Contribution Reimbursement for Medical Insurance. 
 (4) An eligible recipient may file for reimbursement in 
accordance with subsection (3) of this section, quarterly each 
calendar year. 
 (5) If the eligible recipient files a request for reimbursement in 
accordance with subsection (3) of this section, the eligible recipient 
shall be reimbursed on the following schedule: 
 (a) In February, if[when] all documentation is filed at the 
retirement office by January 20; 
 (b) In May, if[when] all documentation is filed at the retirement 
office by April 20; 
 (c) In August, if[when] all documentation is filed at the 
retirement office by July 20; or 
 (d) In November, if[when] all documentation is filed at the 
retirement office by October 20. 
 (6) The agency shall not reimburse an eligible recipient for 
premiums for a calendar year in which the eligible recipient failed 
to file a request for reimbursement in accordance with subsection 
(3) of this section by March 20 of the following calendar year. 
 (7)  
 (a) If a recipient receives a payment from the agency that does 
not qualify as a premium reimbursement, the recipient shall return 
the payment to the agency at the retirement office. 
 (b) If the recipient fails to return the payment, the agency may 
withhold the payment from the recipient's monthly retirement 
allowance payment. 
 
 Section 14. Incorporation by Reference. 
 (1) The following material is incorporated by reference: 
 (a) Form 6131, "Bank Draft Authorization for Direct Pay 
Accounts", April 2021; 
 (b) [Form 6200, ]"KPPA Health Plans for Medicare Eligible 
Persons", September 2022; 
 (c) [Form 6200 ]"Retiree Health Insurance Enrollment/Change 
Form", September 2022; 
 (d) [Form 6256, "]['][Designation of Spouse and/or 
Dependent Child for Health Insurance Contributions", 
September 2022; 
 (e) ]Form 6240, "Application for Out of State Reimbursement 
for Medical Insurance," September 2022; 
 (e)[(f)] Form 6241, "Employer Certification of Health Insurance 
for Health Insurance Reimbursement Plan", September 2022; 
 (f)[(g)] Form 6242, "Insurance Agency/Company Certification 
of Health Insurance for Health Insurance Reimbursement Plan", 
September 2022; 
 (g) Form 6256, ñDesignation of Spouse and/or Dependent 
Child for Health Insurance Contributions", September 2022; 
 (h) Form 6280, "Application for Dollar Contribution 
Reimbursement for Medical Insurance", September 2022; 
 (i) Form 6281, "Employer Certification of Health Insurance for 
Dollar Contribution Reimbursement Plan", September 2022; and 
 (j) Form 6282, "Insurance Agency/Company Certification of 
Health Insurance for Dollar Contribution Reimbursement Plan", 
September 2022.[;] 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Public 
Pensions Authority, 1260 Louisville Road, Frankfort, Kentucky 
40601, Monday through Friday, 8 a.m. to 4:30 p.m., or on the 
agency's Web site at kyret.ky.gov. 
 

 CONTACT PERSON: Jessica Beaubien, Policy Specialist, 
Kentucky Public Pensions Authority, 1260 Louisville Road, 
Frankfort, Kentucky 40601, phone (502) 696-8570, fax (502) 696-
8801, email Legal.Non-Advocacy@kyret.ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Pharmacy 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 2:360. Opioid antagonist[Naloxone] dispensing. 
 
 RELATES TO: KRS 217.186 
 STATUTORY AUTHORITY: KRS 217.186, KRS 315.191(1)(a) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
217.186(6) requires the Board of Pharmacy to promulgate 
administrative regulations governing dispensing of an opioid 
antagonist[naloxone] by a pharmacist pursuant to a physician-
approved protocol. This administrative regulation establishes the 
minimum requirements for the pharmacist to be able to dispense 
an opioid antagonist[naloxone] pursuant to a physician-
approved[approval] protocol; and[. This administrative 
regulation also] provides the requirements for a pharmacy to 
stock an opioid antagonist[naloxone] to an emergency 
department. 
 
 Section 1. Certification. 
 (1) A pharmacist desiring to achieve certification to initiate the 
dispensing of an opioid antagonist[naloxone] shall complete and 
submit an Application for Pharmacist Certification for Opioid 
Antagonist[Naloxone] Dispensing, Form 1, with the board and 
provide the following: 
 (a) Name; 
 (b) Address; 
 (c) Phone number; and 
 (d) Pharmacist license number. 
 (2) The board shall issue the certification to a pharmacist within 
thirty (30) days of the receipt of the application. 
 
 Section 2. Procedures for Dispensing of an Opioid 
Antagonist[Naloxone]. A pharmacist may initiate the dispensing 
of an opioid antagonist[naloxone] under the following conditions: 
 (1) The pharmacist has met the requirements of Section 1 of 
this administrative regulation; 
 (2) The pharmacist has received his or her certification; 
 (3) The pharmacist has a physician-approved protocol that 
meets the minimum requirements of Section 3 of this 
administrative regulation; and 
 (4) The pharmacist documents the dispensing event in the 
pharmacy management system including: 
 (a) Documentation as required in 201 KAR 2:171 for the 
dispensing of prescription medication; and 
 (b) Documentation that the individual receiving an opioid 
antagonist[naloxone] was provided with the required training and 
education pursuant to Section 4 of this administrative regulation, 
unless the recipient of the opioid antagonist[Naloxone] is a 
person or agency operating a harm reduction program. 
 (5) A pharmacist may dispense an opioid 
antagonist[naloxone] to any person or agency who provides 
training on the mechanism and circumstances for the 
administration of an opioid antagonist[naloxone] to the public as 
part of a harm reduction program, regardless of whom the ultimate 
user of the opioid antagonist[naloxone] may be. The 
documentation of the dispensing of an opioid 
antagonist[naloxone] to any person or agency operating a harm 
reduction program shall satisfy any general documentation or 
recording requirements. 
 
 Section 3. Protocol Minimum Requirements. A physician-
approved protocol authorizing a pharmacist to initiate the 
dispensing of an opioid antagonist[naloxone] shall contain: 
 (1) Criteria for identifying persons or agencies eligible to 
receive an opioid antagonist[naloxone] under the protocol; 
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 (2) Opioid antagonist[Naloxone] products authorized to be 
dispensed, including: 
 (a) Name of product; 
 (b) Dose; and 
 (c) Route of administration; 
 (3) Specific education to be provided to the person whom the 
opioid antagonist[naloxone] is dispensed; 
 (4) Procedures for documentation of opioid 
antagonist[naloxone] dispensation, including procedures for 
notification of the physician authorizing the protocol, if desired by 
the physician in accordance with KRS 217.186(6)(b)3.[(3)][KRS 
217.186(5)(b)3]; 
 (5) The length of time the protocol is in effect; 
 (6) The date and signature of the physician approving the 
protocol;[ and] 
 (7) The names and work addresses of pharmacists authorized 
to initiate dispensing of an opioid antagonist[naloxone] under 
the protocol; and[.] 
 (8) Authorization for an opioid antagonist[naloxone] to be 
supplied to an emergency department for dispensing under the 
protocol. 
 
 Section 4. Education to be Provided to Person Receiving an 
Opioid Antagonist[Naloxone] Prescription Under Protocol. 
Except as described in Section 2(5) of this administrative 
regulation[5(e)], a pharmacist dispensing an opioid 
antagonist[naloxone] to a person or agency not operating a harm 
reduction program shall provide verbal counseling and written 
educational materials appropriate to the dosage form of an opioid 
antagonist[naloxone] dispensed. 
 
 Section 5. 
 (1) [Nothing shall prohibit ]A pharmacist may supply an 
opioid antagonist[from supplying naloxone] to an emergency 
department to be dispensed per the physician approved protocol 
if[provided that]: 
 (a) [If ]The pharmacist is providing the opioid 
antagonist[naloxone] from a pharmacy other than the institutional 
pharmacy, the pharmacy is under common ownership, or has a 
written service agreement with the hospital; 
 (b)The opioid antagonist[naloxone] is stored in a locked 
drug storage area or automated pharmacy system; 
 (c) Access to the opioid antagonist[naloxone] storage area 
is monitored and approved per a service agreement or hospital 
policy; 
 (d) There is a monthly documented check of the opioid 
antagonist[naloxone] storage area for proper storage, labeling, 
educational[education] material, and expiration dating; 
 (e) With the exception of patient name, the pharmacist labels 
the opioid antagonist[naloxone] in accordance with KRS 
217.065 prior to supplying to the emergency department; 
 (f) An opioid antagonist[Naloxone] from this supply is 
provided to the patient by a licensed health care provider as 
described in KRS 217.186(2); 
 (g) The patient is provided written educational[education] 
materials appropriate to the dosage form of the opioid 
antagonist[naloxone] which includes the telephone number of the 
supplying pharmacy; 
 (h) A record of each provision to a patient is communicated to 
the providing pharmacy and documented in the pharmacy 
management system; and 
 (i) The dispensing record is reviewed by a pharmacist at the 
supplying pharmacy within one (1) pharmacy business day. 
 (2) Dispensing from an emergency drug stock shall not require 
a prospective drug use review. 
 
 Section 6.[Section 5.] Incorporation by Reference. 
 (1) ñApplication for Pharmacist Certification for Opioid 
Antagonist[Naloxone] Dispensingò, Form 1, 12/2022[6/2021], is 
incorporated by reference. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Board of 
Pharmacy, 125 Holmes Street, Suite 300, State Office Building 

Annex, Frankfort, Kentucky 40601, Monday through Friday, 8 a.m. 
to 4:30 p.m. or on the Web site at: 
https://pharmacy.ky.gov/Forms/Documents/Application%20for
%20Pharmacist%20Certification%20for%20OPIOID%20ANTAG
ONIST%20Dispensing%20%2812-2022%29.pdf 
[https://pharmacy.ky.gov/Documents/APPLICATION%20FOR%
20PHARMACIST%20CERTIFICATION%20FOR%20NALOXONE
%20DISPENSING.pdf]. 
 
 CONTACT PERSON: Christopher Harlow, Executive Director, 
Kentucky Board of Pharmacy, 125 Holmes Street, Suite 300, State 
Office Building Annex, Frankfort, Kentucky 40601, phone (502) 
564-7910, fax (502) 696-3806, email christopher.harlow@ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Pharmacy 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 2:380. Board authorized protocols. 
 
 RELATES TO: KRS 315.010(25), 315.191(1)(a), (f) 
 STATUTORY AUTHORITY: KRS 315.010(25), 315.191(1)(a), 
(f) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
315.010(25) defines a prescription drug order, which includes 
orders issued through protocols authorized by the board. KRS 
315.191(1)(a) authorizes the board to promulgate administrative 
regulations necessary to regulate and control all matters pertaining 
to pharmacists, pharmacist interns, pharmacy technicians, and 
pharmacies. KRS 315.191(1)(f) authorizes the board to promulgate 
administrative regulations that are necessary to control the 
dispensing of prescription drug orders. This administrative 
regulation establishes procedures for board authorized protocols 
by which pharmacists may initiate the dispensing of noncontrolled 
medications or other professional services. 
 
 Section 1. Definitions[Definition]. 
 (1) "Fully executed" means a protocol has been signed 
and dated by the prescriber and the pharmacist or 
pharmacists who are the[pharmacist(s)] party or parties to the 
protocol agreement as required by Section 3 of this 
administrative regulation[document]. 
 (2) "Prescriber" means any Kentucky licensed physician or 
advanced practice registered nurse practitioner[individual 
authorized to prescribe a legend drug]. 
 (3) ñProtocolò means a written agreement between a 
pharmacist or pharmacists and a prescriber that outlines the 
plan to initiate the dispensing of noncontrolled medications, 
over-the-counter medications, or other professional services 
within the prescriberôs statutory scope of practice.  
 (4) "Protocol registry" means the records maintained by 
the board[ of pharmacy] of any fully executed protocol that is 
being utilized to initiate the dispensing of noncontrolled 
medications, over-the-counter medications, or other 
professional services. 
 
 Section 2. Procedures. A pharmacist or pharmacists utilizing a 
protocol may initiate the dispensing of noncontrolled medications, 
over-the-counter medications, or other professional services under 
the following conditions: 
 (1) [A prescriber-approved protocol that meets the 
minimum requirements in Section 3 of this administrative 
regulation is in place, and is dated and signed by the 
prescriber and pharmacist authorized to initiate the 
dispensing of noncontrolled medications, over-the-counter 
medications, or other professional services. A pharmacist not 
party to the executed protocol has no authority to utilize the 
protocol for medication dispensing or other professional 
service provision;]The protocol: 
 (a) Meets the minimum requirements in Section 3 of this 
administrative regulation; 
 (b) Directs the care, based on current clinical guidelines, 
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for acute self-limiting conditions and other minor ailments, 
preventative health services, and disease state monitoring 
and management as determined[deemed] appropriate by the 
board; 
 (c) States[Must state] the permit number of the Kentucky 
permitted pharmacy where the protocol will be utilized; 
 (d) Has been reviewed and authorized by the board prior 
to its execution; and 
 (e) Has been fully executed and submitted to the board for 
inclusion in the protocol registry, which shall be made 
available to the prescriberôs licensing board upon request. 
 (2) [The protocol directs the care, based on current clinical 
guidelines, for acute self-limiting conditions and other minor 
ailments, preventative health services, and disease state 
monitoring and management as deemed appropriate by the 
board[conditions listed in Section 5 of this administrative 
regulation.] 
 [(3) The protocol has been approved by the board, who 
provides notice to the prescriberôs licensure board within ten 
(10) business days of approval by the board;] 
 [(4)] The pharmacist or pharmacists documents the dispensing 
event in the pharmacy management system, including: 
 (a) Documentation as required by 201 KAR 2:171[170] for the 
dispensing of prescription medication; and 
 (b) Documentation that the individual receiving the medication 
or other professional service was provided with education pursuant 
to Section 3(4)[4] of this administrative regulation;[ and] 
 (3)[(5)] A pharmacist shall request the individual's primary care 
provider's information, provided one exists, and shall provide 
notification to the primary care provider within two (2) business 
days;[.] 
 (4) Any pharmacist not party to the fully executed protocol 
shall not utilize the protocol; 
 (5) A pharmacist utilizing the protocol shall be employed 
by or contracted with the permit holder; 
 (6) A[No] fully executed protocol shall not be used to 
initiate the dispensing of medications or to provide other 
professional services until it has been submitted to the board 
for inclusion in the protocol registry; and 
 (7) The pharmacist-in-charge shall be responsible for: 
 (a) Submitting the fully executed protocol to the board for 
inclusion into the registry; and 
 (b) Submitting a written notification to the board to remove 
a protocol from the registry no later than thirty (30) days after 
discontinuing a protocol. 
 
 Section 3. Minimum Requirements of Protocol. Protocols shall 
contain the following elements: 
 (1) Criteria for identifying persons eligible to receive medication 
therapies or other professional services under the protocol, and 
referral to an appropriate prescriber if the patient is high-risk or 
treatment is contraindicated; 
 (2) A list of the medications, including name, dose, route, 
frequency of administration, and refills authorized to be dispensed 
under the protocol; 
 (3) Procedures for how the medications are to be initiated and 
monitored, including a care plan implemented in accordance with 
clinical guidelines; 
 (4) Education to be provided to the person receiving the 
dispensed medications, including aftercare instructions, if 
appropriate; 
 (5) Procedures for documenting in the pharmacy management 
system all medications dispensed, including notification of the 
prescriber signing the protocol, if requested; 
 (6) Length of time protocol is in effect; 
 (7) Date and signature of prescriber approving the protocol; 
and 
 (8) Dates and signatures of the pharmacists[pharmacist(s)] 
authorized to initiate dispensing of medications or other 
professional services under the protocol.[; and 
 (9) The date, and education or training of the pharmacist as 
referenced in Section 4 of this administrative regulation. 
 

 Section 4. Pharmacist Education and Training Required. A 
pharmacist who dispenses medication pursuant to a prescriber-
approved protocol shall first receive education and training in the 
subject matter of the protocol from a provider accredited by the 
Accreditation Council for Pharmacy Education or by a comparable 
provider approved by the board. Documentation of education shall 
be provided to the board upon request. Education shall be 
obtained prior to initiating care under the protocol. 
 
 Section 5. Authorized Conditions. Board-authorized protocols 
may be established for the following conditions: 
 (1) Acute influenza infection pursuant to recommendations by 
the Centers for Disease Control and Prevention (CDC); 
 (2) Acute streptococcal pharyngitis infection; 
 (3) Acute, uncomplicated urinary tract infection; 
 (4) Acute cutaneous ormucocutaneous fungal infection; 
 (5) Alcohol use disorder utilizing naltrexone-based therapy 
pursuant to recommendations from the American Psychiatric 
Association; 
 (6) Allergic rhinitis; 
 (7) Anaphylaxis; 
 (8) Colorectal cancer prevention and screening; 
 (9) HCV infection screening; 
 (10) HIV infection prophylaxis, pre-exposure and post-
exposure pursuant to recommendations by the CDC; 
 (11) HIV infection screening pursuant to recommendations by 
the CDC; 
 (12) Nutritional supplementation with vitamins and minerals; 
 (13) Opioid use disorder pursuant to recommendations by the 
American Society of Addiction Medicine; 
 (14) Tobacco use disorder; 
 (15) Traveler's health pursuant to recommendations by the 
CDC; 
 (16) Tuberculosis prevention and control through skin testing, 
and referral as necessary, pursuant to recommendations by the 
CDC; and 
 (17) Self-care conditions appropriately treated with over-the-
counter medications and products.] 
 
 Section 4. Protocol Review Committee. 
 (1) The board shall form a committee comprised of four (4) 
pharmacists and one (1) physician. This committee shall meet 
no less than quarterly to: 
 (a) Evaluate new protocols proposed for board approval to 
ensure compliance with Section 2(1)(b) and Section 3 of this 
administrative regulation; and 
 (b) Review previously authorized protocols no later than 
three (3) years from the authorization date to ensure alignment 
with current practice guidelines. 
 (2) The protocol review committee may consult with an 
expert with relevant practice experience. 
 (3) The pharmacists shall be appointed by the Board of 
Pharmacy and the physician by the Kentucky Board of 
Medical Licensure. 
 (4) Terms for the pharmacist and physician members on 
the committee shall be for a term of four (4) years. 
 (5) The chair of the committee shall be a pharmacist 
member. 
 
 CONTACT PERSON: Christopher Harlow, Executive Director, 
Kentucky Board of Pharmacy, 125 Holmes Street, Suite 300, State 
Office Building Annex, Frankfort, Kentucky 40601, phone (502) 
564-7910, fax (502) 696-3806, email christopher.harlow@ky.gov. 
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BOARDS AND COMMISSIONS 
Board of Pharmacy 

(As Amended at ARRS, February 14, 2023) 
 

 201 KAR 2:450. Unprofessional conduct of a pharmacy 
permit holder. 
 
 RELATES TO: KRS 315.030, 315.035[315.025], 315.0351, 
315.121, 315.131, 337.355, 337.365 
 STATUTORY AUTHORITY: KRS 315.191(1)(a) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
315.191(1)(a) authorizes the board to promulgate 
administrative regulations necessary to regulate and control 
all matters set forth in KRS Chapter 315 relating to 
pharmacists and pharmacies. This administrative regulation 
establishes the actions that constitute unprofessional conduct 
of a pharmacy permit holder[is necessary to ensure that 
permit holders are provided notice of what may be considered 
unprofessional conduct. This administrative regulation is 
required to ensure that the public is protected from pharmacy 
practices that lead to errors and patient harm, including 
practices that stem from demands a permit holder places on 
pharmacists that prevents them from responsibly practicing 
pharmacy]. 
 
 Section 1. Definitions. 
 (1) ñPharmacy permit holderò means any permit 
maintained by a resident or non-resident pharmacy. 
 (2) ñProvision of pharmacy servicesò means the services 
provided to a patient from a licensee, permit holder, or 
registrant. 
 (3)[(2)] ñSafe practicesò means[mean] practices that aim to 
prevent and reduce risks, errors, and harm, or threat of harm 
to the public. 
 
 Section 2. Unprofessional Conduct.[It shall be] 
Unprofessional conduct for a pharmacy permit holder includes 
conduct such as[, but is not limited to]: 
 (1) Introducing or enforcing[Introduce or enforce] policies 
and procedures related to the provision of pharmacy services in a 
manner that results in deviation from safe practices; 
 (2) Unreasonably preventing or restricting[prevent or 
restrict] a patientôs timely access to patient records or [essential 
]pharmacy services; 
 (3) Failing[Fail] to identify and resolve conditions that interfere 
with a pharmacistôs ability to practice competently[with 
competency] and safely[safety] or creating[create] an 
environment that jeopardizes patient care, including by failing to 
provide appropriate staffing, training, and appropriately 
requested rest and meal periods as permitted by KRS 337.355 and 
KRS 337.365;[ and] 
 (4) Repeatedly[, habitually,] or knowingly failing[fail] to 
provide resources appropriate for a pharmacist of reasonable 
diligence to safely complete professional duties and responsibilities 
under state and federal laws and regulations;[ and][, 
including, but not limited to: 
 a. Drug utilization review; 
 b. Immunization; 
 c. Counseling; 
 d. Verification of the accuracy of a prescription; and 
 e. All other duties and responsibilities of a pharmacist 
under state and federal laws and regulations.] 
 (5) Requiring a pharmacist to operate a pharmacy with 
policies and procedures that deviate from safe practices; and 
 (6) Taking disciplinary action or otherwise retaliating 
against a licensee or registrant that reports or refuses to 
operate a pharmacy that deviates from safe practices or a 
pharmacy that deviates from state and federal laws and 
regulations. 
 
 CONTACT PERSON: Christopher Harlow, Executive Director, 
Kentucky Board of Pharmacy, 125 Holmes Street, Suite 300, State 
Office Building Annex, Frankfort, Kentucky 40601, phone (502) 

564-7910, fax (502) 696-3806, email christopher.harlow@ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Dentistry 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 8:016. Registration of dental laboratories. 
 
 RELATES TO: KRS 313.021, 313.022, 313.550 
 STATUTORY AUTHORITY: KRS 313.021(1)(a), (c), 
313.022(1)[(c)], 313.080, 313.090, 313.100 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
313.021(1)(a) requires the board to govern dental laboratories. 
KRS 313.021(1)(c) requires the board to promulgate administrative 
regulations for any license or registration created by the board. 
KRS 313.022(1) requires the board to promulgate administrative 
regulations to prescribe a reasonable schedule of fees, charges, 
and fines. This administrative regulation establishes requirements 
for the issuance and renewal of dental laboratory registration and 
the[with the board. This administrative regulation establishes] 
fees for the issuance, renewal, and reinstatement of registrations 
of dental laboratories with the board. 
 
 Section 1.  
 (1) Each commercial dental laboratory operating, doing 
business, or intending to operate or do business in Kentucky[the 
state] shall register with the board[ and pay the fee established in 
Sections 4 and 8 of this administrative regulation]. 
 (2) A dental laboratory shall be considered operating or doing 
business in Kentucky[within this state] if its work product is 
prepared pursuant to a written authorization originating within this 
state. 
 
 Section 2. The board shall not issue a registration to a 
commercial dental laboratory unless the applying dental laboratory 
is operated under the supervision of at least one (1) certified dental 
technician (CDT) or dentist licensed in this state in accordance with 
KRS 313.550. 
 
 Section 3. If the dental laboratory has violated any provision of 
KRS Chapter 313 or 201 KAR Chapter 8, the dental laboratory 
shall be subject to disciplinary action pursuant to KRS 313.080 and 
313.100. 
 
 Section 4. [Each commercial dental laboratory shall pay a fee 
of $150 to the board before a registration shall be issued to the 
applicant.] 
 
 [Section 5.] Upon the granting of a registration, the board shall 
assign to that laboratory a dental registration number. The 
laboratory registration number shall appear on all invoices or other 
correspondence of the laboratory. 
 
 Section 5.[Section 6.] A dentist shall use only those services of 
a commercial dental laboratory that is duly registered with the 
board as required by this administrative regulation. A dentist shall 
include the registration number of the dental laboratory on the 
dentist's work order. 
 
 Section 6.[Section 7.] Initial Registration. 
 (1) The owner or operator of a commercial dental laboratory 
desiring to obtain a registration shall: 
 (a) Submit an Application for Registration of Dental 
Laboratories; and 
 (b) Pay the fee required by 201 KAR 8:520. 
 (2) [Each commercial dental laboratory operating, doing 
business, or intending to operate or do business within the state 
shall submit an Application for Registration of Dental Laboratory or 
Renewal of Registration of Dental Laboratory to the board on a 
form provided by the board accompanied with the registration or 
renewal fee required. ]The application shall include: 

mailto:christopher.harlow@ky.gov
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 (a)[(1)] The name, mailing address, phone number, and e-mail 
address of the laboratory; 
 (b)[(2)] The physical address of the laboratory if different from 
the mailing address; 
 (c)[(3)] The name and CDT number of the supervising CDT or 
the name and license number of the supervising dentist who is 
licensed in this state; and 
 (d) An acknowledgement by the supervising CDT or dentist 
who is licensed in this state that the laboratory: 
 1.[(4)] [A statement that the laboratory ]Meets the infectious 
disease control requirements under Occupational Safety and 
Health Administration (OSHA) and the Centers for Disease Control 
and Prevention (CDC) of the United States Public Health Service; 
 2.[(5)] [An acknowledgement by the supervising CDT or dentist 
who is licensed in this state that the laboratory ]Will provide 
material disclosure to the prescribing dentist that contains the U.S. 
Food and Drug Administration registration number of all patient 
contact materials contained in the prescribed restoration in order 
that the dentist may include those numbers in the patient's record; 
and 
 3.[(6)] [An acknowledgement by the supervising CDT or dentist 
who is licensed in this state that he or she ]Will disclose to the 
prescribing dentist the point of origin of the manufacture of the 
prescribed restoration. If the restoration was partially or entirely 
manufactured by a third-party provider, the point of origin 
disclosure shall identify the portion manufactured by a third-party 
provider and the city, state, and country of the provider. 
 
 Section 7. Registration Renewal. 
 (1) Commercial dental laboratory[lab] registrations shall 
expire on July 31 of each year and shall[must] be renewed to 
continue operating or doing business in Kentucky. 
 (2) To renew a registration, the owner or operator shall: 
 (a) Submit a Renewal Application for Registration of Dental 
Laboratories on or before July 31; and 
 (b) Pay the fee required by 201 KAR 8:520. 
 (3) The renewal application shall include the information 
required in Section 6(2)(a)-(d)[(a-d)] of this administrative 
regulation. 
 
 [Section 8.] [Each commercial dental laboratory registered with 
the board shall be required to renew its registration before July 31 
each year by completing and submitting a Renewal of Registration 
of Dental Laboratory form and paying a fee of $150.] 
 
 Section 8.[Section 9.] Incorporation by Reference. 
 (1) The following material is incorporated by reference: 
 (a) "Application for Registration of Dental Laboratories", 
November 2022[June 2014]; and 
 (b) "Renewal Application for Registration of Dental 
Laboratories", November 2022[March 2014]. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Board of 
Dentistry, 312 Whittington Parkway, Suite 101, Louisville, Kentucky 
40222, Monday through Friday, 8 a.m. through 4:30 p.m. This 
material is also available on the board's Web site at 
http://dentistry.ky.gov. 
 
 CONTACT PERSON: Jeff Allen, Executive Director, Kentucky 
Board of Dentistry, 312 Whittington Parkway, Suite 101, Louisville, 
Kentucky 40222, phone (502) 429-7280, fax (502) 429-7282, email 
jeffrey.allen@ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Dentistry 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 8:520. Fees and fines. 
 
 RELATES TO: KRS 218A.205(3)(f)[(e)]4., 313.022, 313.030, 
313.100(2)(c) 
 STATUTORY AUTHORITY: KRS 218A.205(3)(f)[(e)]4., 
313.022(1) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
313.022(1) requires the board to promulgate administrative 
regulations to prescribe a reasonable schedule of fees, charges, 
and fines. This administrative regulation establishes fees, charges, 
and fines for the issuance, renewal, and reinstatement of licenses, 
for services and materials provided by the board, for investigations, 
and for infractions. 
 
 Section 1. Dentists. (1) The initial licensure fee for a dental 
license applied for in the first year of the biennial license period 
shall be $325. 
 (2) The initial licensure fee for a dental license applied for in 
the second year of the biennial license period shall be $175. 
 (3) The renewal fee for a dental license appropriately renewed 
before the expiration of the license shall be $295. 
 (4) The reinstatement fee for an expired dental license 
reinstated between January 1 and January 15 of the year following 
the expiration of the license shall be $575. 
 (5) The reinstatement fee for an expired dental license 
reinstated between January 16 and January 31 of the year 
following the expiration of the license shall be $835. 
 (6) The reinstatement fee for an expired dental license 
reinstated on or after February 1 of the year following the 
expiration of the license shall be $1,415. 
 (7) The reinstatement fee for a properly retired dental license 
shall be $325. 
 (8) The initial licensure fee for a dental specialty license shall 
be $100. 
 (9) The renewal fee for a dental specialty license properly 
renewed before the expiration of the license shall be fifty (50) 
dollars in addition to the renewal fee for a standard dental license. 
 (10) The reinstatement fee for an expired a dental specialty 
license shall be fifty (50) dollars in addition to the reinstatement fee 
for an expired standard dental license. 
 (11) The reinstatement fee for a properly retired dental 
specialty license shall be fifty (50) dollars in addition to the 
reinstatement fee for a retired standard dental license. 
 (12) The initial licensure fee and renewal fee for a charitable 
limited dental license shall be twenty-five (25) dollars. 
 (13) The initial fee for a dental anesthesia or sedation permit 
shall be $250. 
 (14) The renewal fee for a dental anesthesia or sedation permit 
properly renewed before the expiration of the permit shall be 
seventy-five (75) dollars. 
 (15) The reinstatement fee for an expired dental anesthesia or 
sedation permit shall be seventy-five (75) dollars. 
 
 Section 2. Dental Hygienists. (1) The initial licensure fee for a 
dental hygiene license applied for in the first year of the biennial 
license period shall be $125. 
 (2) The initial licensure fee for a dental hygiene license applied 
for in the second year of the biennial license period shall be 
seventy-five (75) dollars. 
 (3) The renewal fee for a dental hygiene license appropriately 
renewed before the expiration of the license shall be $110. 
 (4) The reinstatement fee for an expired dental hygiene license 
reinstated between January 1 and January 15 of the year following 
the expiration of the license shall be $240. 
 (5) The reinstatement fee for an expired dental hygiene license 
reinstated between January 16 and January 31 of the year 
following the expiration of the license shall be $370. 
 (6) The reinstatement fee for an expired dental hygiene license 
reinstated on or after February 1 of the year following the 
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expiration of the license shall be $630. 
 (7) The initial licensure fee and renewal fee for a charitable 
limited dental hygiene license shall be twenty-five (25) dollars. 
 (8) The initial registration fee to administer local anesthesia 
shall be fifty (50) dollars. 
 (9) The initial registration fee to practice under general 
supervision shall be fifty (50) dollars. 
 (10) The initial registration fee to administer an intravenous 
access line shall be fifty (50) dollars. 
 (11) The initial registration fee to perform laser debridement 
shall be fifty (50) dollars. 
 (12) The initial registration fee to be a public health registered 
dental hygienist shall be fifty (50) dollars. 
 (13) The reinstatement fee for a properly retired dental hygiene 
license shall be $125. 
 
 Section 3. Anesthesia and Sedation Facilities. (1) The initial 
certification fee for an anesthesia or sedation facility shall be $250. 
 (2) The renewal fee for an anesthesia or sedation facility 
certificate shall be seventy-five (75) dollars. 
 (3) The reinstatement fee for an expired anesthesia or sedation 
facility certificate reinstated between January 1 and January 15 of 
the year following the expiration of the certificate shall be $125. 
 (4) The reinstatement fee for an expired anesthesia or sedation 
facility certificate reinstated between January 16 and January 31 of 
the year following the expiration of the certificate shall be $175. 
 (5) The reinstatement fee for an expired anesthesia or sedation 
facility certificate reinstated on or after February 1 of the year 
following the expiration of the certificate shall be $225. 
 
 Section 4. Dental Laboratories. (1) The initial registration fee 
for a commercial dental laboratory shall be $150. 
 (2) The renewal fee for a dental laboratory registration 
appropriately renewed on or before the expiration of the 
registration shall be $150. 
 (3) The reinstatement fee for an expired dental laboratory 
registration reinstated between August 1 and August 15 following 
the expiration of the certificate shall be $250. 
 (4) The reinstatement fee for an expired dental laboratory 
registration reinstated between August 16 and August 31 following 
the expiration of the certificate shall be $300. 
 (5) The reinstatement fee for an expired dental laboratory 
registration reinstated on or after September 1 following the 
expiration of the certificate shall be $350. 
 
 Section 5. Mobile Dental Facilities and Portable Dental Units. 
(1) The initial registration fee for a mobile dental facility or portable 
dental unit shall be $150. 
 (2) The renewal fee for a mobile dental facility or portable 
dental unit registration shall be seventy-five (75) dollars. 
 (3) The reinstatement fee for an expired mobile dental facility 
or portable dental unit registration reinstated between January 1 
and January 15 of the year following the expiration of the 
registration shall be $150. 
 (4) The reinstatement fee for an expired mobile dental facility 
or portable dental unit registration reinstated between January 16 
and January 31 of the year following the expiration of the 
registration shall be $175. 
 (5) The reinstatement fee for an expired mobile dental facility 
or portable dental unit registration reinstated on or after February 1 
of the year following the expiration of the registration shall be $225. 
 
 Section 6. General Fees. (1) The fee for the verification of a 
license shall be forty (40) dollars. 
 (2) The fee for a contact list for either currently licensed 
dentists, currently licensed dental hygienists, or currently 
registered dental assistants shall be: 
 (a) $100 for lists obtained for not-for-profit use; and 
 (b) $1,000 for lists obtained for profit use. 
 (3) The fee for any returned check or rejected electronic 
payment shall be equal to the fee charged to the board by the 
bank. 
 

 Section 7.[Section 6.] General Fines. (1) The payment of 
reinstatement fees shall not be construed to exempt licensees and 
other entities regulated by the board from additional penalties 
associated with practicing or operating without an appropriate 
license, permit, or registration. 
 (2) Fines shall be determined by settlement or agreed order as 
negotiated by the Law Enforcement Committee or as issued by a 
hearing panel in accordance with KRS 313.100. 
 
 Section 8.[Section 7.] All fines and fees paid to the board shall 
be nonrefundable. 
 
 CONTACT PERSON: Jeff Allen, Executive Director, Kentucky 
Board of Dentistry, 312 Whittington Parkway, Suite 101, Louisville, 
Kentucky 40222, phone (502) 429-7280, fax (502) 429-7282, email 
jeffrey.allen@ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Dentistry 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 8:571. Registration of dental assistants. 
 
 RELATES TO: KRS [214.615, ]313.030, 313.045, 313.050, 
313.080, 313.130 
 STATUTORY AUTHORITY: KRS [214.615(2), ]313.021(1)(a), 
(b), (c), 313.030(3), 313.045 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
313.045(1) requires the board to promulgate administrative 
regulations relating to requirements and procedures for 
registration, duties, training, and standards of practice for dental 
assistants. This administrative regulation establishes the 
requirements and procedures for registration, duties, training, and 
standards of practice for dental assistants. 
 
 Section 1. Definitions. 
 (1) "Coronal polishing" means a procedure that is the final 
stage of a dental prophylaxis on the clinical crown of the tooth after 
a dentist or a hygienist has verified there is no calcareous material. 
 (2) "Dental assistant" means[mean] a person who is directly 
involved with the care and treatment of a patient under the direct 
supervision of a dentist and performs reversible procedures 
delegated by a dentist licensed in the Commonwealth. 
 
 Section 2. Supervision Requirements. A dental assistant 
operating under this administrative regulation shall be under the 
direct supervision of a Kentucky licensed dentist at all times while 
in the performance of patient care and treatment. The supervising 
dentist shall accept sole responsibility for the actions of the dental 
assistant. 
 
 Section 3. General Registration [Requirements ]and 
Documentation[General Training] Requirements. 
 (1) A dentist licensed in the Commonwealth shall register all 
dental assistants in the dentistôs[their][his or her] practice on the 
Application for Renewal of Dental Licensure incorporated by 
reference in 201 KAR 8:532[201 KAR 8:530]. 
 (2) A dental assistant shall maintain certification in 
cardiopulmonary resuscitation (CPR) that meets or exceeds the 
[guidelines set forth by the ]American Heart Association CPR 
Guidelines, as incorporated by reference in 201 KAR 8:532. The 
supervising dentist shall retain the current CPR certification of each 
dental assistant in the dental assistantôs[their][the] personnel file. 
 (3) The supervising dentist shall maintain a [for the registered 
dental assistant the following:] 
 [(a)] [A copy of the certificate of completion issued for the 
completion of the Coronal Polishing Course if the course has been 
taken by the dental assistant;] 
 [(b)] [A copy of the certificate of completion issued for the 
completion of the Radiation Safety Course if the course has been 
taken by the dental assistant;] 
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 [(c)] [A copy of the certificate of completion issued for the 
completion of the Radiation Techniques Course if the course has 
been taken by the dental assistant;] 
 [(d)] [A copy of the certificate of completion issued for the 
completion of the Starting Intravenous Access Lines if the course 
has been taken by the dental assistant;] 
 [(e)] [A copy of proof of having current certification in 
cardiopulmonary resuscitation (CPR) that meets or exceeds the 
guidelines set forth by the American Heart Association, as 
incorporated by reference in 201 KAR 8:531; and] 
 [(f)] [A] statement of the competency of procedures delegated 
to the dental assistant from the Delegated Duties List that includes 
the name of the: 
 (a)[1.] Individual trained; and 
 (b)[2.] Licensee attesting to the competency of the dental 
assistant. 
 
 Section 4.[Section 3.] Coronal Polishing Requirements. 
 (1) A registered dental assistant may perform coronal polishing 
only if the assistant has[. If coronal polishing is performed by a 
registered dental assistant, the assistant shall have]: 
 (a) Completed the training described in subsection (2) of this 
section; and 
 (b) Obtained a certificate from the authorized institution. 
 (2) The required training shall consist of an eight (8) hour 
course taught at an institution of dental education accredited by the 
Council on Dental Accreditation to include the following: 
 (a) Overview of the dental team; 
 (b) Dental ethics, jurisprudence, and legal understanding of 
procedures allowed by each dental team member; 
 (c) Management of patient records, maintenance of patient 
privacy, and completion of proper charting; 
 (d) Infection control, universal precaution, and transfer of 
disease; 
 (e) Personal protective equipment and overview of 
Occupational Safety and Health Administration requirements; 
 (f) Definition of plaque, types of stain, calculus, and related 
terminology and topics; 
 (g) Dental tissues surrounding the teeth and dental anatomy 
and nomenclature; 
 (h) Ergonomics of proper positioning of patient and dental 
assistant; 
 (i) General principles of dental instrumentation; 
 (j) Rationale for performing coronal polishing; 
 (k) Abrasive agents; 
 (l) Coronal polishing armamentarium; 
 (m) Warnings of trauma that can be caused by improper 
techniques in polishing; 
 (n) Clinical coronal polishing technique and demonstration; 
 (o) Reading component consisting of the topics established in 
paragraphs[subsection (2)](a) to (n) of this subsection[section]; 
 (p) Passing score of seventy-five (75) percent or higher on a 
written comprehensive examination covering the material listed in 
this subsection[section][, which shall be passed by a score of 
seventy-five (75) percent or higher]; and 
 (q) Passing score on a clinical competency examination 
performed on a live patient and supervised by a licensed dentist. 
 (3) The supervising dentist shall retain in the personnel file for 
the registered dental assistant a copy of the certificate issued for 
completion of the Coronal Polishing Course. 
 [(p)] [Completion of the reading component as required by 
subsection (3) of this section; and] 
 [(q)] [Clinical competency examination supervised by a dentist 
licensed in Kentucky, which shall be performed on a live patient.] 
 [(3)] [A required reading component for each course shall be 
prepared by each institution offering coronal polishing education 
that shall:] 
 [(a)] [Consist of the topics established in subsection (2)(a) to 
(n) of this section;] 
 [(b)] [Be provided to the applicant prior to the course described 
in subsection (2) of this section; and] 
 [(c)] [Be reviewed and approved by the board based on the 
requirements of subsection (2)(a) to (n) of this section.] 

 [(4)] [The institutions of dental education approved to offer the 
coronal polishing course in Kentucky shall be:] 
 [(a)] [University of Louisville School of Dentistry;] 
 [(b)] [University of Kentucky College of Dentistry;] 
 [(c)] [Western Kentucky University Dental Hygiene Program; 
and] 
 [(d)] [Kentucky Community Technical College System Dental 
Hygiene or Dental Assisting Programs.] 
 [(5)] [An institution of dental education from a state outside of 
Kentucky meeting the standards of the institutions listed in 
subsection (4) of this section shall be approved upon request to the 
Kentucky Board of Dentistry.] 
 
 Section 5.[Section 4.] X-rays by Registered Dental Assistants. 
 (1) A registered dental assistant may take x-rays only if the 
assistant has[under the direct supervision of a dentist licensed in 
Kentucky. If a registered dental assistant takes x-rays under the 
direct supervision of a dentist licensed in Kentucky, the dental 
assistant shall have] completed ten (10) hours of training that 
includes[as follows]: 
 (a)1.[(1)] A six (6) hour course in dental radiography safety; 
and 
 2.[(b)][(2)] A four (4) hour course in dental radiography 
technique; or 
 (b)[(c)] Four (4) hours of instruction in dental radiography 
technique [while ]under the employment and supervision of the 
dentist in the office[ or a four (4) hour course in radiography 
technique]. 
 (2) The supervising dentist shall retain in the personnel file for 
the registered dental assistant a copy of the certificates issued for 
completion of courses in dental radiography safety and technique. 
 
 Section 6.[Section 5.] Requirements for Starting Intravenous 
Access Lines. 
 (1) A registered dental assistant in Kentucky may only start 
intravenous (IV) access lines if the assistant: 
 (a) Does so[An individual registered as a dental assistant in 
Kentucky and not subject to disciplinary action under KRS Chapter 
313 who desires to start intravenous (IV) access lines while] under 
the direct supervision of a dentist who holds a sedation or 
anesthesia permit issued by the board; and 
 (b) Completes[Complete ][shall submit documentation to the 
licensed dentist for whom the registered dental assistant will be 
providing services proving successful completion of ]a board-
approved course in starting IV access lines that includes[based 
on]: 
 1.[(a)] Patient Safety Techniques; 
 2.[(b)] Anatomy and physiology of the patient; 
 3.[(c)] Techniques in starting and maintaining an IV access 
line; and 
 4.[(d)] Appropriate methods of discontinuing an IV access line. 
 (2) The supervising dentist shall retain in the personnel file for 
the registered dental assistant a copy of the certificate issued for 
completion of the Starting Intravenous Access Lines Course.[A 
registered dental assistant shall not start an IV access line if the 
individual has not completed a Board approved course in IV 
access lines.] 
 
 [Section 6.] [A dental assistant operating under this 
administrative regulation shall be under the direct supervision of 
the dentist licensed in the Commonwealth. The dentist licensed in 
the Commonwealth shall accept sole responsibility for the actions 
of the dental assistant or dental auxiliary personnel while in the 
performance of duties in the dental office.] 
 
 Section 7. Incorporation by Reference. 
 (1) "Delegated Duties[Duty] List", January 2023[October 
2022][May 2014], is incorporated by reference. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Board of 
Dentistry, 312 Whittington Parkway, Suite 101, Louisville, Kentucky 
40222, Monday through Friday, 8 a.m. to 4:30 p.m. This material is 
also available on the board's Web site at http://dentistry.ky.gov. 
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 CONTACT PERSON: Jeff Allen, Executive Director, Kentucky 
Board of Dentistry, 312 Whittington Parkway, Suite 101, Louisville, 
Kentucky 40222, phone (502) 429-7280, fax (502) 429-7282, email 
jeffrey.allen@ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Dentistry 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 8:601. Mobile Dental Facilities and Portable 
Dental Units. 
 
 RELATES TO: KRS 313.021, 313.022[.] 
 STATUTORY AUTHORITY: KRS 218A.205(3), 313.022, 
313.060(1)[.] 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
313.021(1)(a) requires the board to govern mobile dental facilities 
and portable dental units. KRS 313.021(1)(c) requires the board to 
promulgate administrative regulations for any license or registration 
created by the board. KRS 313.022(1) requires the board to 
promulgate administrative regulations to prescribe a reasonable 
schedule of fees, charges, and fines. This administrative regulation 
establishes requirements for the issuance and renewal of 
registrations for mobile dental facilities and portable dental units by 
the board. 
 
 Section 1. Definitions. (1) "Mobile dental facility" means a self-
contained facility in which dentistry is practiced and that may be 
towed, moved, or transported from one (1) location to another. 
 (2) "Portable dental unit" means a non-facility in which dental 
equipment used in the practice of dentistry is transported and used 
on a temporary basis at an out-of-office location. 
 (3) "Registration holder" means a dentist or employer of a 
dentist which is the principal operator of a mobile dental facility or 
portable dental unit registered pursuant to this administrative 
regulation. 
 
 Section 2. Scope and Applicability. (1) The practice of dentistry 
and dental hygiene conducted via mobile dental facility or portable 
dental unit shall be held to the same standard of care and scope of 
practice requirements as any other patient encounter provided for 
under KRS Chapter 313 and 201 KAR Chapter 8. 
 (2) Mobile dental facilities and portable dental units engaged 
exclusively in charitable dental practices as governed by 201 KAR 
8:581 shall be exempt from Sections 3(2)(b) and 7(2)(b) of this 
administrative regulation. 
 (3) Public health programs governed by KRS 313.040 (8) and 
201 KAR 8:562 Section 15 shall be exempt from the requirements 
of this administrative regulation. 
 (4) Any violations of KRS Chapter 313 or 201 KAR Chapter 8 
related to the operation of a mobile dental facility or portable dental 
unit shall be subject to disciplinary action pursuant to KRS 
313.[:]080 and 313.[:]100. 
 
 Section 3. Registration of Mobile Dental Facilities and Portable 
Dental Units. (1) Each mobile dental facility or portable dental unit 
doing business in Kentucky shall be registered with the board and 
abide by the provisions of this administrative regulation. 
 (2) To register a mobile dental facility or portable dental unit, 
the intended registration holder shall: 
 (a) Submit a completed and signed Application for Mobile 
Dental Facility or Portable Dental Unit Registration, which shall 
contain: 
 1. The name of the intended registration holder; 
 2. An official business or mailing address of record, which shall 
not be a post office box; 
 3. An official phone number and email address of record; and 
 4. The name and license number of any individual(s) licensed 
with the board who are providing services on behalf of or in 
partnership with the registration holder. 
 (b) Pay the fee required by 201 KAR 8:520. 

 
 Section 4. Emergency and Follow Up Care. (1) Unless an 
accommodation is issued by the board, a mobile dental facility or 
portable dental unit shall maintain a signed agreement with a fixed 
general practice or pediatric dental office within seventy (70) miles 
of the treatment location that will accept timely referrals for follow 
up and emergency care. 
 (2) At the conclusion of each patient's visit, the mobile dental 
facility or portable dental unit shall provide each patient with an 
information sheet that contains: 
 (a) Contact information that allows the patient to reach the 
registration holder or dentist of record for emergency care, follow-
up care, access to dental records, or information about treatment 
received; 
 (b) The name of the dentist or dental hygienist, or both, who 
provided services; 
 (c) A description of the diagnostic findings, the treatment 
rendered; and 
 (d) A plan for follow-up care, including contact information to a 
dental office as provided for in subsection (1) of this Section. 
 (3) A mobile dental facility or portable dental unit that accepts a 
patient and provides preventive treatment, including prophylaxis, 
radiographs, and fluoride, but does not provide referral information 
for comprehensive treatment when the[such] treatment is 
indicated, shall be considered in violation of this section. 
 
 Section 5. Patient Records and Communications. (1) Mobile 
dental facilities and portable dental units shall maintain: 
 (a) A written or electronic record detailing the location where 
services are provided, the dates of each session, and the services 
administered; 
 (b) Patient records of prior treatment to have readily available 
during subsequent treatment visits; and 
 (c) All dental and official records at the address of record when 
not in transit. 
 (2) Mobile dental facilities and portable dental units shall 
maintain a reliable means of communication onsite and at the 
address of record to: 
 (a) Contact necessary parties in the event of a medical or 
dental emergency; 
 (b) Allow the patient or the parent or guardian of the patient 
treated to contact the provider for emergency care, follow-up care, 
or information about treatment received; and 
 (c) Allow a provider who renders follow-up care to request and 
receive treatment information, including radiographs. 
 (3) Mobile dental facilities and portable dental units doing 
business in Kentucky shall not perform services on minors without 
a signed consent form from the parent or guardian, which shall 
indicate that: 
 (a) If the minor already has a dentist, the parent or guardian 
should continue to arrange dental care through that provider; and 
 (b) The treatment of the child by the mobile dental facility may 
affect the future benefits that the child may receive under private 
and public insurance plans. 
 
 Section 6. General Operating Requirements. Mobile dental 
facilities and portable dental units shall: 
 (1) Operate under the supervision of a Kentucky-licensed 
dentist, who shall be responsible for all aspects of patient care;[.] 
 (2) Display in or on the mobile dental facility or portable dental 
unit a current valid registration issued pursuant to this 
administrative regulation in a manner which is readily observable 
by patients or visitors; 
 (3) Conform to all applicable federal, state, and local laws, 
regulations, and ordinances dealing with radiographic equipment, 
flammability, construction, sanitation, zoning, infectious waste 
management, universal precautions, Occupational Safety and 
Health Administration guidelines, and Centers for Disease Control 
and Prevention protocols; and 
 (4) Be driven or transported by a driver possessing a valid 
driver's license appropriate for the operation of the vehicle. 
 
 Section 7. Registration Renewal and Reinstatement. (1) Each 
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mobile dental facility and portable dental unit registration shall 
expire on December 31 of even-numbered years. 
 (2) A registration holder desiring renewal of an active mobile 
dental facility or portable dental unit registration shall: 
 (a) Submit a completed Application for Renewal of Mobile 
Dental Facility or Portable Dental Unit; and 
 (b) Pay the fee required by 201 KAR 8:520. 
 (3) A registration holder desiring reinstatement of a mobile 
dental facility or portable dental unit registration that has expired 
within ninety (90) days shall: 
 (a) Submit a completed Application for Renewal of Mobile 
Dental Facility or Portable Dental Unit; and 
 (b) Pay the fee required by 201 KAR 8:520. 
 (4) A registration holder desiring reinstatement of a mobile 
dental facility or portable dental unit registration that has been 
expired for more than ninety (90) days shall: 
 (a) Reapply for registration as required by Section 3(2) of this 
administrative regulation; and 
 (b) Be subject to disciplinary action pursuant to KRS 313.[:]080 
and 313.[:]100. 
 
 Section 8. Notification Requirements. (1) The registration 
holder shall notify the board of any changes to the information 
required by Section 3(2)(a) of this administrative regulation within 
thirty (30) days of the change. 
 (2) If ownership of the mobile dental facility or portable dental 
unit changes, the prior registration is invalid, and a new application 
shall be submitted to the board prior to continued operation of the 
mobile dental facility or portable dental unit. 
 (3) If a mobile dental facility or portable dental unit ceases 
operations, the registration holder shall notify the board within thirty 
(30) days after the last day of operation and report on the 
disposition of patient records. 
 
 Section 9. Incorporation by Reference. (1) The following 
material is[shall be] incorporated by reference: 
 (a) "Application for Mobile Dental Facility or Portable Dental 
Unit Registration," Sept. 2022[2021]; and 
 (b) "Application for Renewal of Mobile Dental Facility or 
Portable Dental Unit Registration," Sept. 2022[2021]. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Board of 
Dentistry, 312 Whittington Parkway, Suite 101, Louisville, Kentucky 
40222, Monday through Friday, 8 a.m. through 4:30 p.m. This 
material is also available on the boardôs Web site[website] at 
http://dentistry.ky.gov. 
 
 CONTACT PERSON: Jeff Allen, Executive Director, Kentucky 
Board of Dentistry, 312 Whittington Parkway, Suite 101, Louisville, 
Kentucky 40222, phone (502) 429-7280, fax (502) 429-7282, email 
jeffrey.allen@ky.gov. 
 
 

BOARDS AND COMMISSIONS 
Board of Nursing 

(As Amended at ARRS, February 14, 2023) 
 
 201 KAR 20:370. Applications for licensure. 
 
 RELATES TO: KRS 314.041, 314.042, 314.051, 314.071, 
314.091, 314.103, 314.475 
 STATUTORY AUTHORITY: KRS 314.041, 314.042, 314.051, 
314.071, 314.131(1) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
314.131(1) authorizes the Board of Nursing to promulgate 
administrative regulations as may be necessary to enable it to 
carry into effect the provisions of KRS Chapter 314. KRS 314.041, 
314.042, 314.051, and 314.071 require the board to review an 
application for licensure and a licensee for conformity with KRS 
Chapter 314. This administrative regulation establishes 
requirements and procedures for licensure. 
 

 Section 1. To be eligible for licensure by examination, 
endorsement, renewal, reinstatement, retired licensure status, or 
for advanced practice registered nurse licensure, renewal, or 
reinstatement, an applicant shall: 
 (1) Submit the completed application [form ]to the board office, 
for: 
 (a) RN or LPN licensure by examination, endorsement, or 
reinstatement, Application for Licensure; 
 (b) RN or LPN Renewal, Annual Licensure Renewal 
Application: RN or LPN; 
 (c) Licensure or reinstatement as an Advanced Practice 
Registered Nurse, Application for Licensure as an Advanced 
Practice Registered Nurse; 
 (d) Renewal as an RN and an APRN, Annual Licensure 
Renewal Application: RN and APRN; 
 (e) [Licensure as an RN and as an APRN, Application for 
RN and APRN Licensure; 
 (f)] Retired licensure status, Application for Retired Status; 
 (f)[(g)] APRN renewal with an RN Compact license, Annual 
Licensure Renewal Application: APRN with RN Compact License 
(not Kentucky); 
 (g)[(h)] APRN renewal with a Kentucky RN License, Annual 
Licensure Renewal Application, APRN with Kentucky RN License; 
or 
 (h)[(i)] In addition to any other renewal form, for APRN 
renewal, APRN Practice Data; 
 (2) Submit the current application fee, as required by 201 KAR 
20:240; 
 (3) Submit a certified or attested copy of the court record of 
each misdemeanor or felony conviction in this or any other 
jurisdiction and a letter of explanation that addresses each 
conviction, except for traffic-related misdemeanors (other than 
DUI) or misdemeanors older than five (5) years; 
 (4) Submit a certified copy of a disciplinary action taken in 
another jurisdiction with a letter of explanation or report a 
disciplinary action pending on a nurse licensure application or 
license in another jurisdiction; 
 (5) Have paid all monies due to the board; 
 (6) Submit a copy of an official name change document (court 
order, marriage certificate, divorce decree, Social Security card), if 
applicable; 
 (7) Submit additional information as required by the board in 
201 KAR Chapter 20; 
 (8) Meet the additional requirements for: 
 (a) Licensure by examination established by 201 KAR 20:070; 
 (b) Licensure by endorsement established by 201 KAR 20:110; 
 (c) Licensure by reinstatement established by 201 KAR 
20:225; 
 (d) Licensure by renewal established by 201 KAR 20:230; 
 (e) Retired nurse or inactive licensure status established by 
201 KAR 20:095; or 
 (f) Advanced practice registered nurse licensure, renewal, or 
reinstatement established by 201 KAR 20:056; 
 (9) If not a citizen of the United States, maintain proof of legal 
permanent or temporary residency under the laws and regulations 
of the United States; and 
 (10) Notify the board upon establishment of a new mailing 
address. 
 
 Section 2. An application shall lapse and the fee shall be 
forfeited if the application is not completed: 
 (1) For an application for licensure by endorsement, within one 
(1) year[six (6) months][one (1) year] from the date the 
application form is filed with the board office; 
 (2) For an application for licensure by examination, within one 
(1) year from the date the application form is filed with the board 
office or the date the applicant fails the examination, whichever 
comes first; or 
 (3) For all other applications except renewal of license 
applications, within one (1) year from the date the application form 
is filed with the board office. 
 
 Section 3. Incorporation by Reference. 
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 (1) The following material is incorporated by reference: 
 (a) "Application for Licensure", 10/2022[1/2016], Kentucky 
Board of Nursing; 
 (b) "Annual Licensure Renewal Application: RN or LPN", 
02/2022, Kentucky Board of Nursing; 
 (c) "Application for Licensure as an Advanced Practice 
Registered Nurse", 10/2022[1/2016], Kentucky Board of Nursing; 
 (d) "Annual Licensure Renewal Application: RN and APRN", 
02/2022, Kentucky Board of Nursing; 
 [(e)] ["Application for RN and APRN Licensure", 1/2016, 
Kentucky Board of Nursing;] 
 (e)[(f)] "Application for Retired Status", 8/2004, Kentucky Board 
of Nursing; 
 (f)[(g)] "Annual Licensure Renewal Application: APRN with RN 
Compact License (not Kentucky)", 02/2022, Kentucky Board of 
Nursing; 
 (g)[(h)] "Annual Licensure Renewal Application, APRN with 
Kentucky RN License", 02/2022, Kentucky Board of Nursing; and 
 (h)[(i)] "APRN Practice Data", 6/2012, Kentucky Board of 
Nursing. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Board of 
Nursing, 312 Whittington Parkway, Suite 300, Louisville, Kentucky 
40222, Monday through Friday, 8 a.m. to 4:30 p.m. This material is 
also available on the board's Web site at 
https://kbn.ky.gov/General/Pages/Document-
Library.aspx[https://kbn.ky.gov/conpro/Pages/Laws-and-
Regulations.aspx]. 
 
 CONTACT PERSON: Jeffrey R. Prather, General Counsel, 
Board of Nursing, 312 Whittington Parkway, Suite 300, Louisville, 
Kentucky 40222, (502) 338-2851, email Jeffrey.Prather@ky.gov. 
 
 

TOURISM, ARTS AND HERITAGE CABINET 
Department of Fish and Wildlife Resources 
(As Amended at ARRS, February 14, 2023) 

 
 301 KAR 2:221. Waterfowl seasons and limits. 
 
 RELATES TO: KRS 150.010(45), 150.025(1), 150.305(1), 
150.330, 150.340(1), (3), 150.990 
 STATUTORY AUTHORITY: KRS 150.025(1), 150.360, 
150.600, 50 C.F.R. 20, 21 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
150.025(1) authorizes the department to promulgate administrative 
regulations to establish open seasons for the taking of wildlife and 
to regulate bag limits. KRS 150.360 authorizes the department to 
restrict methods of taking wildlife. KRS 150.600 authorizes the 
department to regulate the taking of waterfowl on public and 
private land. This administrative regulation establishes 
requirements for the taking of waterfowl within reasonable limits 
and within the frameworks established by 50 C.F.R. Parts 20 and 
21. 
 
 Section 1. Definitions. 
 (1) "Active military personnel" means a member of the Armed 
Forces on active duty, including members of the National Guard 
and Reserves on active duty other than for training. 
 (2) "Adult" means a person who has reached his or her 18th 
birthday. 
 (3) "Dark geese" means Canada geese, cackling geese, white-
fronted geese, or brants. 
 (4) "Light geese" is defined by KRS 150.010(20). 
 (5) "Light geese conservation order" is defined by KRS 
150.010(21). 
 (6) "Veteran" means a person who served in the active military, 
naval, air, or space service, and who was discharged or released 
therefrom under conditions other than dishonorable. 
 (7) "Waterfowl" is defined by KRS 150.010(45). 
 (8) "Youth" means a person who has not reached his or her 
16th birthday. 
 

 Section 2. Except as established in 301 KAR 2:222 or 2:225, a 
person shall not hunt waterfowl except during the seasons 
established in this administrative regulation. 
 
 Section 3. Season Dates. 
 (1) The duck, coot, and merganser season shall: 
 (a) Begin on Thanksgiving Day for four (4) consecutive days; 
and 
 (b) Be from December 7 through January 31. 
 (2) The dark geese season shall be from Thanksgiving Day 
through February 15. 
 (3) The light geese season shall be from Thanksgiving Day 
through February 15. 
 (4) The light geese conservation order season shall be from 
February 16 through March 31. 
 (5) A person shall not hunt light or dark geese in: 
 (a) The areas of Laurel River Lake as posted by sign; or 
 (b) Cave Run Lake and the public land inside the boundary 
formed by Highways 801, 1274, 36, 211, US 60, and Highway 826. 
 
 Section 4. Ballard Zone. 
 (1) The Ballard Zone includes the portion of Ballard County 
north and west of: 
 (a) The Ballard-McCracken County line to State Road 358; 
 (b) State Road 358 to US 60; 
 (c) US 60 to the city limits of Wickliffe; and 
 (d) The city limits of Wickliffe to the center of the Mississippi 
River. 
 (2) In the Ballard Zone, a person hunting waterfowl shall: 
 (a) Not hunt or establish a blind within: 
 1. 100 yards of another blind; or 
 2. Fifty (50) yards of a property line; and 
 (b) Not possess more than one (1) uncased or loaded shotgun 
while in a blind. 
 (3) The requirements of subsection (1) of this section shall not 
apply if the Light Geese Conservation Order, as established in 
Section 3 of this administrative regulation, is the only waterfowl 
season open, excluding falconry seasons. 
 
 Section 5. Bag and Possession Limits. 
 (1) Ducks. The daily limit shall be six (6), which shall not 
include more than: 
 (a) Four (4) mallards; 
 (b) Two (2) hen mallards; 
 (c) Three (3) wood ducks; 
 (d) Two (2) black ducks; 
 (e) Two (2) redheads; 
 (f) One (1) pintail; 
 (g) One (1) scaup beginning Thanksgiving Day for four (4) 
consecutive days and December 7 through December 17; 
 (h) Two (2) scaup beginning on December 18 through January 
31; 
 (i) One (1) mottled duck; or 
 (j) Two (2) canvasbacks. 
 (2) Coot. The daily limit shall be fifteen (15). 
 (3) Merganser. The daily limit shall be five (5), which shall not 
include more than two (2) hooded mergansers. 
 (4) Dark geese. The daily limit shall be five (5), which shall not 
include more than: 
 (a) Three (3) Canada geese or cackling geese, in combination; 
 (b) Two (2) white-fronted geese; or 
 (c) One (1) brant. 
 (5) Light geese. The daily limit shall be twenty (20), except that 
there shall not be a limit during the light geese conservation order 
season. 
 (6) The possession limit shall be triple the daily limit, except 
that there shall not be a light geese possession limit. 
 
 Section 6. Shooting Hours. A person shall not hunt waterfowl 
except from one-half (1/2) hour before sunrise until: 
 (1) Sunset, except as established in 301 KAR 2:222; or 
 (2) One-half (1/2) hour after sunset if hunting light geese during 
the light geese conservation order season. 
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 Section 7. Falconry Waterfowl Season and Limits. 
 (1) The [light geese ]season for waterfowl shall be from 
Thanksgiving Day through the last Sunday in February[February 
15]. 
 [(2) The light geese conservation order season shall be from 
February 16 through March 31. 
 (3) The season for all other waterfowl shall be from 
Thanksgiving Day through February 15.] 
 (2)[(4)] The daily limit shall be three (3) waterfowl[, except that 
there shall not be a limit on light geese during the light geese 
conservation order season]. 
 (3)[(5)] The possession limit shall be nine (9) waterfowl[, 
except that there shall not be a possession limit on light geese 
during the light geese conservation order season]. 
 
 Section 8. Permit for the Light Geese Conservation Order 
Season. 
 (1) A person hunting light geese during the light geese 
conservation order season shall first obtain a free permit by 
completing the online Snow Geese Conservation Order Permit 
process on the department's Web site at fw.ky.gov. 
 (2) A person hunting light geese during the light geese 
conservation order season shall submit a Snow Geese 
Conservation Order Permit Survey to the department by April 10. 
 
 Section 9. Special Youth Waterfowl Season. 
 (1) For the waterfowl season,[A youth shall only hunt waterfowl 
and gallinule on] the Saturday before Thanksgiving and the second 
Saturday in February shall be exclusive to youth hunters. 
 (2) A youth hunter shall be accompanied by an adult.[;] 
 (3) If hunting, youth hunters shall comply with[obey] the 
provisions of 301 KAR 2:221 and 301 KAR 2:222[,] and 
also[except that he or she may] hunt on the applicable additional 
dates established in this administrative regulation.[;] 
 (4) An adult accompanying a youth who is waterfowl hunting 
shall: 
 (a) Remain in a position to take immediate control of the 
youth's firearm; 
 (b) Not hunt ducks, coots, mergansers, and gallinules; or[and] 
 (c) Not be required to possess a hunting license or waterfowl 
permit if he or she is not hunting. 
 
 Section 10. A Special Veterans and active Military Personnel 
Waterfowl Hunting Season. 
 (1) For the waterfowl season,[A veteran or active military 
personnel shall only hunt waterfowl and gallinule on] the Sunday 
before Thanksgiving and the second Sunday in February shall be 
exclusive to veterans or active military personnel hunters. 
 (2) If hunting, veteran or active-duty military hunters shall 
comply with[obey] the provisions of 301 KAR 2:221 and 301 KAR 
2:222[,] and also [except that applicable hunters shall only ]hunt on 
the applicable additional dates established in this administrative 
regulation. 
 (3) While in the field during the special veterans and active 
military personnel waterfowl hunting season, waterfowl hunters 
shall either have a state hunting license showing veteran status or 
carry proof of their veteran or active military personnel status. 
Acceptable forms of proof shall be a current military identification 
card, a VA-issued identification card, state issued driver's license 
or identification card with a veteran's designation, or an original or 
copy of a DD Form 214, DD Form 215, NGB Form 22, NGB Form 
22-a, or DD Form 256. 
 
 Section 11. Incorporation by Reference. 
 (1) The following material is incorporated by reference: 
 (a) "Snow Geese Conservation Order Permit", April 2022; and 
 (b) "Snow Geese Conservation Order Permit Survey", April 
2022. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Kentucky Department of 
Fish and Wildlife Resources, #1 Sportsman's Lane, Frankfort, 
Kentucky 40601, Monday through Friday, 8 a.m. to 4:30 p.m. or 

online at: 
 (a) https://app.fw.ky.gov/snowgoosesurvey/snowgoose.aspx 
for the "Snow Geese Conservation Permit"; and 
 (b) 
https://app.fw.ky.gov/snowgoosesurvey/snowgoosesurvey.aspx for 
the "Snow Geese Conservation Order Permit Survey. 
 
 CONTACT PERSON: Jenny Gilbert, Legislative Liaison, 
Kentucky Department of Fish and Wildlife Resources, 1 
Sportsmanôs Lane, phone (502) 564-3400, fax (502) 564-0506, 
email fwpubliccomments@ky.gov. 
 
 

TOURISM, ARTS AND HERITAGE CABINET 
Department of Fish and Wildlife Resources 
(As Amended at ARRS, February 14, 2023) 

 
 301 KAR 2:228. Sandhill crane hunting requirements. 
 
 RELATES TO: KRS 150.010, 150.305, 150.340, 150.990 
 STATUTORY AUTHORITY: KRS 150.025(1), 150.170(3), (4), 
150.330, 150.603(2), 50 C.F.R. 20, 21 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
150.025(1) authorizes the department to promulgate administrative 
regulations to establish open seasons for the taking of wildlife and 
to regulate bag limits. KRS 150.170(3), (4) authorizes license 
exemptions for people under twelve (12) and resident owners of 
farmlands, including their spouses and dependent children who 
hunt on those farmlands. KRS 150.330 authorizes take and 
possession of migratory birds when in compliance with the 
provisions of the Federal Migratory Bird Treaty Act and authorizes 
hunting of migratory birds with the appropriate permits. KRS 
150.603(2) requires a person sixteen (16) years or older to 
possess a hunting license and a Kentucky migratory game bird and 
waterfowl permit in order to hunt migratory birds. This 
administrative regulation establishes the requirements for taking 
sandhill cranes within reasonable limits and within the frameworks 
established by 50 C.F.R. Parts 20 and 21. 
 
 Section 1. Definitions. 
 (1) "Crane" means a sandhill crane. 
 (2) "Wildlife Management Area" or "WMA" means a tract of 
land that: 
 (a) Is controlled by the department through ownership, lease, 
license, or cooperative agreement; and 
 (b) Has "Wildlife Management Area" or "WMA" as part of its 
official name. 
 
 Section 2. Applications and Permits. 
 (1) To apply for a crane hunting permit a person shall: 
 (a) Complete the online application process, not more than 
once per calendar year, on the department's Web site at fw.ky.gov 
between September 1 and September 30; 
 (b) Possess a valid hunting license by September 30, unless 
the applicant is license exempt as established in KRS 150.170; 
and 
 (c) Pay a three (3) dollar application fee. 
 (2) The department shall: 
 (a) Rank each applicant with a random electronic draw from all 
qualified applicants; 
 (b) Issue a crane hunting permit and one (1) printable crane 
tag to all ranked applicants up to the maximum number of crane 
tags allowed by the United States Fish and Wildlife Service for that 
season, as established in 50 C.F.R. 20, except that if the number 
of applicants: 
 1. Exceeds the maximum number of tags, then those 
applicants ranking higher than the maximum shall[will] not receive 
a permit; or[and] 
 2. Is less than the maximum number of tags available, then the 
additional tags shall[will] be assigned to applicants in the order of 
ranking until all tags are assigned; 
 (c) [Issue each permit via the department's Web site at 
fw.ky.gov; 
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 (d) Issue the appropriate number of metal leg tags to each 
permit recipient prior to the crane hunting season; and 
 (e)] Disqualify an applicant who does not possess a hunting 
license prior to September 30, unless the applicant is license 
exempt as established in KRS 150.170. 
 (3) A person who does not have access to the internet may call 
the department's toll-free number at 1-800-858-1549 for assistance 
in applying. 
 (4) A crane hunting permit shall not be transferable. 
 (5) A person selected to receive a permit shall pass a bird 
identification test provided by the department prior to receiving a 
permit. 
 (6) A permit recipient shall complete and submit a post-season 
crane hunting survey on the department's Web site no later than 
fourteen (14) days after the close of the season. 
 (7) A person who fails to complete the post-season survey by 
the date specified in subsection (6) of this section shall be ineligible 
to be drawn the following year. 
 
 Section 3. Season, Bag Limits, and Hunting Requirements. 
 (1) Unless license exempt as established in KRS 150.170, a 
person shall not hunt a crane without a: 
 (a) Valid Kentucky hunting license; 
 (b) Valid Kentucky crane hunting permit; and 
 (c) Kentucky migratory game bird and waterfowl permit. 
 (2) A permit recipient shall possess a printed or electronic copy 
of a valid crane hunting permit, available via the customer's profile 
on the department's Web site at 
https://app.fw.ky.gov/Myprofile/default.aspx or mobile application: 
 (a) While crane hunting; and 
 (b) When in possession of a harvested crane. 
 (3) The season shall be from December 7 through January 31. 
 (4) The bag limit shall be: 
 (a) Two (2) cranes daily for permit holders with two (2) or more 
crane tags; or 
 (b) One (1) crane for permit holders with one (1) tag. 
 (5) A person shall only hunt cranes from sunrise to sunset. 
 (6) A person who has harvested a crane shall attach a 
department-issued printable[metal] tag to the leg of the crane prior 
to moving the carcass. The department-issued tags shall be 
available for print via the customer's profile on the department's 
Web site at https://app.fw.ky.gov/Myprofile/default.aspx or mobile 
application. 
 (7) A person shall check a harvested crane on the day the 
crane is harvested by: 
 (a) Calling 800-245-4263 and providing the information 
requested by the automated check-in system; or 
 (b) Completing the check-in process on the department's Web 
site at fw.ky.gov; and 
 (c) Recording and retaining the check-in confirmation number 
for the rest of the current season. 
 (8) A hunter who has harvested a crane shall possess the 
check-in confirmation number when in the field during the current 
season. 
 (9) A person shall not knowingly falsify the harvest of a crane 
on the automated check-in system. 
 (10) A person hunting cranes shall not use or possess a 
shotgun shell containing: 
 (a) Lead shot; or 
 (b) Shot not approved by the U.S. Fish and Wildlife Service for 
waterfowl hunting. 
 (11) A person shall not use the following to take cranes: 
 (a) A shotgun larger than ten (10) gauge; 
 (b) A shotgun shell larger than three and one-half (3 1/2) 
inches; or 
 (c) A shotgun shell with shot larger than size "T". 
 (12) A person hunting a crane on a Wildlife Management Area 
shall comply with the applicable WMA waterfowl hunting 
requirements, as established in 301 KAR 2:222, except that on: 
 (a) Barren River WMA crane hunting shall be prohibited within 
100 yards of the normal summer pool level of 552 feet in the 
embayments established in subparagraphs 1. through 3. of this 
paragraph: 

 1. Beaver Creek; 
 2. Peters Creek; and 
 3. Skaggs Creek; and 
 (b) Green River Lake, crane hunting shall be prohibited within 
100 yards of the normal summer pool level of 675 feet, east of the 
Hwy 551 bridge in the embayments established in subparagraphs 
1. and 2. of this paragraph: 
 1. Green River to the Snake Creek Boat Ramp; and 
 2. Casey Creek to the Hwy 76 bridge. 
 
 CONTACT PERSON: Jenny Gilbert, Legislative Liaison, 
Kentucky Department of Fish and Wildlife Resources, 1 
Sportsmanôs Lane, phone (502) 564-3400, fax (502) 564-0506, 
email fwpubliccomments@ky.gov. 
 
 

JUSTICE AND PUBLIC SAFETY CABINET 
Office of the Secretary 

(As Amended at ARRS, February 14, 2023) 
 
 500 KAR 16:010. Funds disbursement from the elder and 
vulnerable victims trust fund. 
 
 RELATES TO: KRS 15A.011, 41.305, 209.005, 381.280(3) 
 STATUTORY AUTHORITY: KRS 15A.160, 41.305, 196.035 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 41.305 
requires the Justice and Public Safety Cabinet to administer the 
elder and vulnerable victims trust fund and to promulgate 
administrative regulations to implement operation of the fund. KRS 
15A.160,[ and] 41.305, and 196.035 authorize the secretary of the 
Justice and Public Safety Cabinet to promulgate administrative 
regulations necessary or suitable for the proper administration of 
the functions vested in the cabinet or any division in the cabinet. 
This administrative regulation defines the terms, standards, and 
criteria governing the disbursement of money from the fund. 
 
 Section 1. Definitions. 
 (1) "Cabinet" means the Justice and Public Safety Cabinet as 
defined by KRS 15A.011(1). 
 (2) "Elder Abuse Committee" is defined by KRS 209.005(1). 
 (3) "Elder and vulnerable victim" means: 
 (a) A natural person sixty-five (65) years of age or older; or 
 (b) A natural person eighteen (18) years of age or older who, 
because of mental or physical dysfunction, is unable to manage his 
or her own resources, carry out the activities of daily living, or 
protect himself or herself from neglect, exploitation, or a hazardous 
or abusive situation without assistance from others, and who may 
be in need of protective services. 
 (4) "Funded program" means any program, campaign, project, 
or combination thereof, proposed by an applicant for which the 
trust fund review panel grants an award of funds from the elder and 
vulnerable victims trust fund. 
 (5) "Trust fund review panel" means the Elder Abuse 
Committee, with a representative from the cabinet and a 
representative from the Administrative Office of the Courts. 
 
 Section 2. Funding Criteria. 
 (1) The trust fund review panel may disburse funds from the 
elder and vulnerable victims trust fund. 
 (2) If funds are disbursed from the elder and vulnerable victims 
trust fund, the trust fund review panel shall disburse said money in 
accordance with KRS 41.305. 
 (3) In accordance with KRS 41.305(6), the trust fund review 
panel may only disburse available money from the elder and 
vulnerable victims trust fund to applicants that are qualified under 
KRS 41.305(6) as public or private nonprofit organizations, 
including government organizations, that[which] have completed 
the Application for Grant Funding incorporated by reference in 
Section 5[6] of this administrative regulation. 
 (4) The applicant shall: 
 (a) Complete and submit the Application for Grant Funding 
online at https://justice.ky.gov/Pages/index.aspx in the Grants 
Management Division section no later than August 1 of the state 



VOLUME 49, NUMBER 8ï MARCH 1, 2023 
 

 
1766 

fiscal year prior to the state fiscal year in which the award funds 
would be disbursed. The trust fund review panel may grant an 
extension of time up to and including September 1 of the state 
fiscal year prior to the state fiscal year in which the award funds 
would be disbursed; and 
 (b) Seek funding to: 
 1. Develop or operate the programming outlined in KRS 
41.305(6)(c); and 
 2. Demonstrate the ability to comply with KRS 41.305(6)(a), 
(b), (c)1., 2., 3., and 4. 
 (5) The trust fund review panel shall make its decision as to 
disbursement of available money based on: 
 (a) The requirements in KRS 41.305; 
 (b) An assessment of the applicant's ability to meet the 
purposes of KRS 41.305; 
 (c) The strength of the applicant's plan, including project 
overview and proposed budget; 
 (d) If applicable, consideration of whether grant requirements 
were met for a previous grant, including consideration of whether 
the applicant properly submitted required reports as well as the 
content of the reports; 
 (e) An area of specific grant focus determined by the Elder 
Abuse Committee, if any; and 
 (f) Other factors of similar importance in assessing the strength 
of an application. 
 
 Section 3. Awards. 
 (1) The trust fund review panel shall provide written notice of its 
decision regarding a grant application to a grant applicant no later 
than January 1 of state fiscal year prior to the state fiscal year in 
which the award funds would be disbursed. 
 (2) If an award is granted to an applicant, the applicant shall 
execute a memorandum of agreement with the cabinet 
memorializing the proposed program prior to the disbursement of 
any funds. 
 (3) Disbursement of money from the elder and vulnerable 
victims trust fund shall occur during the state fiscal year following 
the approval of funding by the trust fund review panel. 
 (4) Denial of an award to an applicant by the trust fund review 
panel shall not be subject to an appeal. 
 
 Section 4. Reporting. (1) If an application for funding is 
approved by the trust fund review panel and funds are disbursed to 
the applicant, the organization or entity who is granted the funds 
shall: 
 (a)[(1)] Submit a quarterly report on the status of the funded 
program to the Grants Management Division (GMD) with the 
cabinet; 
 (b)[(2)] Submit a follow-up report within five (5) calendar days 
of conclusion of the funded program to the GMD; and 
 (c)[(3)] Submit a final report monitoring the success of the 
funded program within six (6) months of the conclusion of the 
funded project to the GMD. 
 (2)[(4)] Any report required by this section shall be in writing 
and delivered to JUSIGX@ky.gov. An email shall constitute a 
writing for purposes of this section. 
 
 Section 5. Incorporation by Reference. 
 (1) "Elder and Vulnerable Victims Trust Fund, Application for 
Grant Funding[Application]", 2022, is incorporated by reference. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Justice and Public Safety 
Cabinet, Office of Legal Services, 125 Holmes Street, 2nd Floor, 
Frankfort, Kentucky 40601, phone (502) 564-3279, fax (502) 564-
6686, Monday through Friday, 8 a.m. to 4:30 p.m. This material 
may be viewed on the Justice and Public Safety Cabinet Web site 
at https://justice.ky.gov/about/pages/lrcfilings.aspx. 
 
 CONTACT PERSON: Nathan Goens, Attorney, Justice and 
Public Safety Cabinet, 125 Holmes Street, Frankfort, Kentucky 
40601, phone (502) 564-8216, fax (502) 564-6686, email 
Justice.RegsContact@ky.gov. 
 

 
PUBLIC PROTECTION CABINET 

Department of Insurance 
Health Life and Managed Care Division 

(As Amended at ARRS, February 14, 2023) 
 
 806 KAR 17:280. Registration, utilization review, and 
internal appeal. 
 
 RELATES TO: KRS 217.211, 304.2-140, 304.2-310, 304.17-
412, 304.17A-005, 304.17A-163, 304.17A-1631, 304.17A.167, 
304.17A-168, 304.17A-535, 304.17A-600, 304.17A-607, 304.17A-
619, 304.17A-623, 304.17C-010, 304.17C-030, 304.18-045, 
304.32-147, 304.32-330, 304.38-225, 304.47-050 
 STATUTORY AUTHORITY: KRS 304.2-110(1), 304.17A-609, 
304.17A-613, 304.17A-1631 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 304.2-
110(1) authorizes the Commissioner to promulgate reasonable 
administrative regulations necessary for or as an aid to the 
effectuation of any provision of the Kentucky Insurance Code as 
defined in KRS 304.1-010. KRS 304.17A-609 requires the 
department to promulgate administrative regulations regarding 
utilization review and internal appeal and KRS 304.17A-1631 
requires the commissioner to promulgate administrative regulations 
regarding step therapy protocols and exceptions. KRS 304.17A-
613 requires the department to promulgate administrative 
regulations to develop a process for the registration of insurers or 
private review agents. This administrative regulation establishes 
requirements for the registration of insurers or private review 
agents, and the utilization review process, including internal appeal 
of decisions and step therapy exception request denials. 
 
 Section 1. Definitions. 
 (1) "Adverse determination" is defined by KRS 304.17A-600(1). 
 (2) "Authorized person" is defined by KRS 304.17A-600(2). 
 (3) "Board" means one (1) of the following governing bodies: 
 (a) The American Board of Medical Specialties; 
 (b) The American Osteopathic Association; or 
 (c) The American Board of Podiatric Surgery. 
 (4) "Coverage denial" is defined by KRS 304.17A-617(1). 
 (5) "Department" means Department of Insurance. 
 (6) "Enrollee" is defined by KRS 304.17C-010(2). 
 (7) "Health benefit plan" is defined by KRS 304.17A-005(22). 
 (8) "Health Care Provider" or "provider" is defined in KRS 
304.17A-005(23) and includes pharmacy as required under 806 
KAR 17:580. 
 (9) "Insurer" is defined by KRS 304.17A-005(29). 
 (10) "Internal appeals process" is defined by KRS 304.17A-
600(9). 
 (11) "Limited health service benefit plan" is defined by KRS 
304.17C-010(5). 
 (12)[(11)] "Nationally recognized accreditation organization" is 
defined by KRS 304.17A-600(10). 
 (13)[(12)] "Notice of coverage denial" means a letter, a notice, 
or an explanation of benefits statement advising of a coverage 
denial. 
 (14)[(13)] "Policies and procedures" means the documentation 
which outlines and governs the steps and standards used to carry 
out functions of a utilization review program. 
 (15)[(14)] "Private review agent" is defined by KRS 304.17A-
600(11). 
 (16)[(15)] "Registration" is defined by KRS 304.17A-600(14). 
 (17) "Step therapy exception" is defined in KRS 304.17A-
163(1)(f). 
 (18) "Step therapy protocol" is defined in KRS 304.17A-
163(1)(g). 
 (19)[(16)] "Utilization review" is defined by KRS 304.17A-
600(17)[)]. 
 (20)[(17)] "Utilization review plan" is defined by KRS 304.17A-
600(18). 
 
 Section 2. Registration Required for Utilization Review. 
 (1) The department shall issue a registration to an applicant 
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who[that] has met the requirements of KRS 304.17A-600 through 
304.17A-619 and KRS 304.17A-623, if applicable, and Sections 2 
through 11 of this administrative regulation. 
 (2) An applicant seeking registration to provide or perform 
utilization review shall: 
 (a) Submit an application to the department as required by 
Section 4 of this administrative regulation; and 
 (b) Pay an application fee as required by Section 3 of this 
administrative regulation. 
 (3) If an insurer,[ or] private review agent, or other registered 
UR entity desires a renewal of registration to perform utilization 
review, an application for renewal of registration shall be submitted 
to the department at least ninety (90) days prior to expiration of the 
current registration. 
 
 Section 3. Fees. 
 (1) An application for registration shall be accompanied by a 
fee of $1,000. 
 (2) A submission of changes to utilization review policies or 
procedures to the department shall be accompanied by a fee of 
fifty (50) dollars. 
 (3) A fee as established in subsection (1) or (2) of this section 
shall be made payable to the Kentucky State Treasurer. 
 
 Section 4. Application Process for Utilization Review. 
 (1) An applicant for registration shall complete and submit to 
the department an application, HIPMC-UR-1 and HIPMC-MD-1, 
and except as provided in subsection (3) of this section, 
documentation to support compliance with KRS 304.17A-600 
through 304.17A-623, as applicable, including: 
 (a) A utilization review plan; 
 (b) The identification of criteria used for all services requiring 
utilization review; 
 (c) Types and qualifications of personnel, employed directly or 
under contract, performing utilization review in compliance with 
KRS 304.17A-607, including names, addresses, and telephone 
numbers of the medical director and contact persons for questions 
regarding the filing of the application; 
 (d) A toll-free telephone number to contact the insurer, limited 
health service benefit plan, [or ]private review agent, or other 
registered UR entity as required by KRS 304.17A-607(1)(e) and 
304.17A-609(3); 
 (e) A copy of the policies and procedures required by: 
 1. KRS 304.17A-163; 
 2. KRS 304.17A-1631; 
 3. [By ]KRS 304.17A-167; 
 4.[2.] [By ]KRS 304.17A-603; 
 5.[3.] [By ]KRS 304.17A-607, and including the policies and 
procedures required by KRS 304.17A-607(1)(f) and (i); and 
 6.[4.] [By ]KRS 304.17A-609(4); 
 (f) A copy of the policies and procedures by which: 
 1. A limited health service benefit plan provides a notice of 
review decision which complies with KRS 304.17A-607(1)(h) to (j) 
and includes: 
 a. Date of service or preservice request date; 
 b. Date of the review decision;[ and] 
 c. Date and time the step therapy exception request was 
received; 
 d. Date and time the step therapy exception request was 
completed; and 
 e. Instructions for filing an internal appeal; or 
 2. An insurer, [or] private review agent, or other registered 
UR entity provides a notice of review decision, which complies 
with KRS 304.17A-607(1)(h) to (j) and 806 KAR 17:230, and 
includes: 
 a. Date of service or preservice request date; 
 b. Date of the review decision; 
 c. Date and time the step therapy exception request was 
received; 
 d. Date and time the step therapy exception request was 
completed; and 
 e. Instructions for filing an internal appeal, including information 
concerning: 

 (i) The availability of an expedited internal appeal and a 
concurrent expedited external review; 
 (ii) For an adverse determination, the right to request that the 
appeal be conducted by a board eligible or certified physician 
pursuant to KRS 304.17A-617(2)(c); and 
 (iii) The insurer's contact information for conducting appeals, 
which shall include an address and direct ten (10) digit[ including a] 
telephone number, and which shall be bolded and more 
prominently displayed than the contact information of the 
department[ and address]; and 
 d. Information relating to the availability of: 
 (i) A review of a coverage denial by the department following 
completion of the internal appeal process; or 
 (ii) A review of an adverse determination by an independent 
review entity following completion of the internal appeal process, in 
accordance with KRS 304.17A-623; 
 (g) If a part of the utilization review process is delegated, a 
description of the: 
 1. Delegated function; 
 2. Entity to whom the function was delegated, including name, 
address, and telephone number; and 
 3. Monitoring mechanism used by the insurer,[ or] private 
review agent, or other registered UR entity to assure compliance 
of the delegated entity with paragraph (f) of this subsection; 
 (h) A sample copy of an electronic or written notice of review 
decision, which complies with paragraph (f) of this subsection; 
 (i) A copy of the policies and procedures by which a covered 
person, authorized person, or provider may request an appeal of 
an adverse determination, or coverage denial in accordance with 
KRS 304.17A-617, including: 
 1. The method by which an appeal may be initiated, including: 
 a. An oral request followed by a brief written request, or a 
written request for an expedited internal appeal; 
 b. A written request for a nonexpedited internal appeal; and 
 c. If applicable, the completion of a specific form, including a 
medical records release consent form with instructions for 
obtaining the required release form; 
 2. Time frames for: 
 a. Conducting a review of an initial decision; and 
 b. Issuing an internal appeal decision; 
 3. Procedures for coordination of expedited and nonexpedited 
appeals; 
 4. Qualifications of the person conducting internal appeal of the 
initial decision in accordance with KRS 304.17A-617(2)(c); 
 5. Information to be included in the internal appeal 
determination in accordance with KRS 304.17A-617(2)(e), 
including the: 
 a. Title and, if applicable, the license number, state of 
licensure, and certification of specialty or subspecialty of the 
person making the internal appeal determination; 
 b. Clear, detailed decision; and 
 c. Availability of an expedited external review of an adverse 
determination; and 
 6. A sample copy of the internal appeal determination in 
compliance with paragraph (i)5 of this subsection; and 
 (j) A copy of the policies and procedures, which: 
 1. Address and ensure the confidentiality of medical 
information in accordance with KRS 304.17A-609(5), 806 KAR 
3:210, and 806 KAR 3:230; 
 2. Comply with the requirements of KRS 304.17A-615 if the 
insurer,[ or] private review agent, or other registered UR entity 
fails to: 
 a. Provide a timely utilization review decision; or 
 b. Be accessible, as determined by verifiable documentation of 
a provider's attempts to contact the insurer,[ or] private review 
agent, or other registered UR entity, including verification by: 
 (i) Electronic transmission records; or 
 (ii) Telephone company logs; 
 3. Comply with the requirements of KRS 304.17A-619, 
regarding the submission of new clinical information prior to the 
initiation of the external review process; 
 4. Address and ensure consistent application of review criteria 
for all services requiring utilization review; and 
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 5. Comply with the requirements of KRS 304.17A-607(1)(k), as 
applicable. 
 (2) Upon review of an application for registration, [or] submitted 
changes to utilization review policies and procedures in 
accordance with KRS 304.17A-607(3), or submitted changes to 
internal appeals policies and procedures in accordance with KRS 
304.17A-617(3), the department shall: 
 (a) Inform the applicant if supplemental information is needed; 
 (b) Identify and request that supplemental information be 
submitted to the department within thirty (30) days; 
 (c) If requested information is not provided to the department 
within the timeline established in paragraph (b) of this subsection: 
 1. Deny the application for registration or proposed changes to 
utilization review or internal review policies and procedures; and 
 2. Not refund the application or filing fee; and 
 (d) Approve or deny registration or proposed changes to 
utilization review or internal review policies and procedures. 
 (3) [In order ]To be registered to perform utilization review in 
Kentucky, an applicant who[which] holds accreditation or 
certification in utilization review by a nationally recognized 
accreditation organization in accordance with KRS 304.17A-
613(10) shall be required to submit with its completed application 
to the department: 
 (a) 
 1. Evidence of current accreditation or certification in utilization 
review, including an expiration date; and 
 2. Documentation to demonstrate compliance with the 
requirements of KRS 304.17A-613(10) and that the standards of 
the accreditation organization sufficiently meet the minimum 
requirements in subsection (1) of this section. 
 (b) If the national accreditation standard does not meet all the 
requirements as established in subsection (1) of this Section, then 
the applicant shall submit the additional information required under 
subsection (1) of this section. 
 
 Section 5. Denial or Revocation Hearing Procedure. Upon 
denial of an application for registration, or suspension or revocation 
of an existing registration, the department shall: 
 (1) Give written notice of its action; and 
 (2) Advise the applicant or registration holder that if 
dissatisfied, a hearing may be requested and filed in accordance 
with KRS 304.2-310. 
 
 Section 6. Complaints Relating to Utilization Review. 
 (1) A written complaint regarding utilization review shall be 
reviewed by the department in accordance with KRS 304.17A-
613(8). 
 (2) Upon receiving a copy of the complaint, an insurer,[ or] 
private review agent, or other registered UR entity shall provide 
a response in accordance with KRS 304.17A-613(8)(a), including: 
 (a) Any information relating to the complaint; 
 (b) All correspondence or communication related to the denial 
between any of the parties, including the insurer, the member, 
provider, and private review agent; and 
 (c) Corrective actions to address the complaint, if applicable, 
including a timeframe for each action. 
 (3) Within thirty (30) days of implementation of a corrective 
action, as identified in subsection (2) of this section, an insurer,[ 
or] private review agent, or other registered UR entity shall notify 
the department in writing of the implementation of the corrective 
action. 
 (4) If an insurer,[ or] private review agent, or other registered 
UR entity fails to comply with this section, the department may 
impose a penalty in accordance with KRS 304.2-140. 
 (5) The number, recurrence, and type of complaints, as 
identified in subsection (1) of this section, shall be considered by 
the department in reviewing an application for registration pursuant 
to KRS 304.17A-613(9). 
 
 Section 7. Internal Appeals for a Health Benefit Plan. In 
addition to the requirements of KRS 304.17A-617, and as part of 
an internal appeals process, an insurer,[ or] private review agent, 
or other registered UR entity shall: 

 (1) Allow a covered person, authorized person, or provider 
acting on behalf of a covered person to request an internal appeal 
at least sixty (60) days following receipt of a denial letter; 
 (2) Provide written notification of an internal appeal 
determination decision as required by KRS 304.17A-617(2)(a), (b), 
and (e), which shall include the: 
 (a) Title and, if applicable, the license number, state of 
licensure and specialty or subspecialty certifications of the person 
performing the review; 
 (b) Elements required in a letter of denial in accordance with 
806 KAR 17:230, Sections 4 and 5, if applicable; 
 (c) Position and telephone number of a contact person who 
may provide information relating to the internal appeal; 
 (d) Date of service or preservice request date; and 
 (e) Date of the internal appeal decision; 
 (3) Maintain written records of an internal appeal, including the: 
 (a) Reason for the internal appeal; 
 (b) Date that the internal appeal was received by the  insurer,[ 
or] private review agent, or other registered UR entity, including 
the date any necessary or required authorizations were received; 
 (c) Date of the internal appeal decision; 
 (d) Internal appeal decision; and 
 (e) Information required by Section 4(1)(i)5 of this 
administrative regulation; and 
 (4) Retain a record of an internal appeal decision for five (5) 
subsequent years in accordance with 806 KAR 2:070. 
 
 Section 8. Internal Appeals for a Limited Health Service Benefit 
Plan. 
 (1) An insurer offering a limited health service benefit plan shall 
have an internal appeals process which shall: 
 (a) Be disclosed to an enrollee in accordance with KRS 
304.17C-030(2)(g); and 
 (b) Include provisions, which: 
 1. Allow an enrollee, authorized person, or provider acting on 
behalf of the enrollee to request an internal appeal within at least 
sixty (60) days of receipt of a notice of adverse determination or 
coverage denial or if applicable, a step therapy exception denial; 
and 
 2. Require the limited health service benefit plan to provide a 
written internal appeal determination within thirty (30) days 
following receipt of a request for an internal appeal. 
 (2) A notice of adverse determination or coverage denial or if 
applicable, a step therapy exception denial shall include a 
disclosure of the availability of the internal appeals process. 
 
 Section 9. Internal Appeals for a Step Therapy Exception 
Denial. In addition to the requirements of KRS 304.17A-617, and 
as part of the internal appeals process for a step therapy exception 
denial, an insurer, private review agent, or pharmacy benefit 
manager shall: 
 (1) Allow a covered person or provider acting on behalf of a 
covered person to request an internal appeal of a step therapy 
exception denial; 
 (2) Require the insurer, private review agent, or pharmacy 
benefit manager to provide a written internal appeal determination 
within forty-eight (48) hours following receipt of a request for an 
internal appeal of a step therapy exception denial; 
 (3) Provide written notification of an internal appeal 
determination decision as required by KRS 304.17A-617(2)(a), (b), 
and (e) and KRS 304.17A-163(4)(a), which shall include the: 
 (a) Title and, if applicable, the license number, state of 
licensure and specialty or subspecialty certifications of the person 
performing the review; 
 (b) Elements required in a letter of denial in accordance with 
806 KAR 17:230, Sections 4 and 5, if applicable; 
 (c) Position and telephone number of a contact person who 
may provide information relating to the internal appeal; 
 (d) Date of service or preservice request date;[ and] 
 (e) Date and time the step therapy exception internal appeal 
was received; 
 (f) Date and time of the step therapy exception internal 
appeal decision; 
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 (g) Maintain written records of a step therapy exception [an] 
internal appeal, including the: 
 1. Reason for the step therapy exception internal appeal; 
 2. Date that the step therapy exception internal appeal was 
received by the insurer,[ or] private review agent, or other 
registered UR entity, including the date any necessary or required 
authorizations were received; 
 3. [The] Clinical review criteria used to make the step therapy 
exception appeal determination; 
 4. Date and time of the step therapy exception internal 
appeal decision; 
 5. Step therapy exception internal appeal decision; and 
 6. Information required by Section 4(1)(i)5. of this 
administrative regulation; and 
 (4) Retain a record of a step therapy exception [an] internal 
appeal decision for five (5) years from the date of decision in 
accordance with 806 KAR 2:070. 
 
 Section 10.[Section 9.] Reporting Requirements. By March 31 
of each calendar year, an insurer,[ or] private review agent, or 
other registered UR entity shall complete and submit to the 
department a HIPMC-UR-2, and a HIPMC-STE-1[,] for the 
previous calendar year. 
 
 Section 11.[Section 10.] Maintenance of Records. An insurer,[ 
or] private review agent, or other registered UR entity shall 
maintain documentation to assure compliance with KRS 304.17A-
163, 304.17A-1631, 304.17A-600 through 304.17A-619, 304.18-
045, 304.32-147, 304.32-330, 304.38-225, and 304.47-050, 
including: 
 (1) Proof of the volume of reviews conducted per the number 
of review staff broken down by staff answering the phone; 
 (2) Information relating to the availability of physician 
consultation; 
 (3) Information which supports that based on call volume, the 
insurer,[ or] private review agent, or other registered UR entity 
has sufficient staff to return calls in a timely manner; 
 (4) Proof of the volume of phone calls received on the toll-free 
phone number per the number of phone lines; 
 (5) Telephone call abandonment rate; and 
 (6) Proof of the response time of insurer,[ or] private review 
agent, or other registered UR entity for returned phone calls to a 
provider if a message is taken. 
 
 Section 12.[Section 11.] Cessation of Operations to Perform 
Utilization Review. 
 (1) Upon a decision to cease utilization review operations in 
Kentucky, an insurer,[ or] private review agent, or other 
registered UR entity shall submit the following to the department 
thirty (30) days or as soon as practicable prior to ceasing 
operations: 
 (a) Written notification of the cessation of operations, including 
the proposed date of cessation and the number of pending 
utilization review decisions with projected completion dates; and 
 (b) A written action plan for cessation of operations, which shall 
be subject to approval by the department prior to implementation. 
 (2) Annual reports required pursuant to Section 9 of this 
administrative regulation shall be submitted to the department 
within thirty (30) calendar days of ceasing operations. 
 
 Section 13.[Section 12.] Incorporated by Reference. 
 (1) The following material is incorporated by reference: 
 (a) Form HIPMC-UR-1, "Utilization Review Registration 
Application", 01/2023[10/2022][09/2020] edition; 
 (b) Form HIPMC-UR-2, "Annual Utilization Review (UR) Report 
Form", 09/2020 edition;[ and] 
 (c) Form HIPMC-MD-1, "Medical Director Report Form", 
09/2020 edition; and 
 (d) Form HIPMC-STE-1, "Step Therapy Annual Report", 
01/2023[10/2022] edition. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Department of 
Insurance, The Mayo-Underwood Building, 500 Mero Street, 

Frankfort, Kentucky 40601, Monday through Friday, 8 a.m. to 4:30 
pm. This material is also available on the department's Web site at 
https://insurance.ky.gov/ppc/CHAPTER.aspx. 
 
 CONTACT PERSON: Abigail Gall, Title: Executive Advisor, 
Address: 500 Mero Street, Frankfort, Kentucky 40601, phone +1 
(502) 564-6026, fax +1 (502) 564-1453, email abigail.gall@ky.gov. 
 
 

PUBLIC PROTECTION CABINET 
Department of Insurance 

Health and Life and Managed Care Division 
(As Amended at ARRS, February 14, 2023) 

 
 806 KAR 17:290. Independent External Review Program. 
 
 RELATES TO: KRS 304.1-050, 304.2-100, 304.2-230, 304.2-
310, 304.17A-005, 304.17A-505, 304.17A-600, 304.17A-617, 
304.17A-621-304.17A-631, 304.17A-1631, 304.17A-168, 304.17A-
535, 304.17A-607 
 STATUTORY AUTHORITY: KRS 304.2-110(1), 304.17A-629, 
304.17A-163 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 304.2-
110(1) authorizes the commissioner to promulgate administrative 
regulations necessary for or as an aid to the effectuation of any 
provision of the Kentucky Insurance Code as defined in KRS 
304.1-010. KRS 304.17A-629 requires the department to 
promulgate administrative regulations regarding the Independent 
External Review Program, and KRS 304.17A-1631 requires the 
commissioner to promulgate administrative regulations regarding 
step therapy protocols and exceptions. This administrative 
regulation establishes the insurer requirements, procedures for the 
certification of independent review entities, and the process for 
initiating and conducting external review of utilization review 
decisions and step therapy exception request or step therapy 
internal appeal denials. This administrative regulation also 
establishes the disclosure requirements of the external review 
process to be included in the health benefit plan issued at 
enrollment of a covered person. 
 
 Section 1. Definitions. 
 (1) "Adverse determination" is defined by KRS 304.17A-600(1). 
 (2) "Assign" or "assignment" means selection of an 
independent review entity by an insurer, and acceptance of a 
request to conduct an external review by an independent review 
entity. 
 (3) "Authorized person" is defined by KRS 304.17A-600(2). 
 (4) "Commissioner" is defined by KRS 304.1-050(1). 
 (5) "Coverage denial" is defined by KRS 304.17A-617(1). 
 (6) "Covered person" is defined by KRS 304.17A-600(4). 
 (7) "Department" is defined by KRS 304.1-050(2). 
 (8) "External review" is defined by KRS 304.17A-600(5). 
 (9) "Financial hardship" means the: 
 (a) Gross income of the covered person is below 200 percent 
of the federal poverty level based upon family size as shown by a 
federal income tax return for the previous year; or 
 (b) Covered person's participation in one (1) of the following 
programs: 
 1. National Prescription Drug Patient Assistance; 
 2. Kentucky Transitional Assistance Program (K-TAP); 
 3. Kentucky Medical Assistance Program; or 
 4. Unemployment Insurance. 
 (10) "Health Care Provider" or "Provider" is defined by KRS 
304.17A-005(23). 
 (11) "Independent review entity" is defined by KRS 304.17A-
600(7). 
 (12) "Insurer" is defined by KRS 304.17A-600(8). 
 (13) "Reviewer" means an individual selected by the 
independent review entity to conduct an external review and make 
a recommended decision to the independent review entity. 
 (14) "Step therapy exception" is defined by KRS 304.17A-
163(1)(f). 
 (15) "Step therapy protocol" is defined by KRS 304.17A-
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163(1)(g). 
 
 Section 2. Requirements of an Insurer. 
 (1) An insurer shall: 
 (a) Disclose to a covered person in a clear, concise, written 
format the following information concerning an external review: 
 1. At enrollment, the right to an external review in accordance 
with KRS 304.17A-505(1)(g); 
 2. The availability of an external review, including expedited 
external review, in the insurer's notice of an adverse determination 
in accordance with KRS 304.17A-623(1); 
 3. Instructions for initiating an external review in the internal 
appeal decision letter upholding an adverse determination, 
including: 
 a. Whether the appeal shall be in writing; 
 b. How to request and complete any necessary forms, 
including a medical records release form or written authorization of 
representation; 
 c. Applicable time frames; 
 d. The position and telephone number of a contact person who 
can provide additional information about an external review; and 
 e. Additional documentation that may be necessary to initiate 
the external review; and 
 4. The right of a covered person to request an external review 
within sixty (60) days of receiving notice that, pursuant to KRS 
304.17A-617(3)(d), the insurer has elected to afford an opportunity 
for external review; 
 (b) Allow a covered person, authorized person, or provider 
acting on behalf of and with the consent of a covered person, to 
submit an oral request, followed by a brief written request, for an 
expedited external review; 
 (c) Provide the following information relating to an external 
review in the policy or certificate of coverage issued to a covered 
person and upon request: 
 1. The circumstances under which the following types of 
external review shall be provided: 
 a. Nonexpedited external review in accordance with KRS 
304.17A-623(3), (4) and (6), and (13); and 
 b. Expedited external review in accordance with KRS 304.17A-
623(10), (11) and (12); 
2. The filing fee for requesting an external review in accordance 
with KRS 304.17A-623(5); 
 3. Notice that the cost of an external review by an independent 
review entity shall be paid by the insurer in accordance with KRS 
304.17A-625(5); 
 4. The procedure for submitting: 
 a. An oral request followed up by a brief written request, or a 
written request for an expedited external review; 
 b. A written request for a nonexpedited external review; and 
 c. Any specific forms required by the insurer to initiate an 
external review, including a written authorization of personal 
representation or a consent to release medical records form; 
 5. The time frame for: 
 a. Submitting a request for external review in accordance with 
KRS 304.17A-623(4); 
 b. Rendering a decision by an independent review entity in 
accordance with KRS 304.17A-623(12) and (13); and 
 c. Implementation of a decision of the independent review 
entity in accordance with KRS 304.17A-625(11) through (13); 
 6. A statement relating to the confidential treatment of medical 
records and information relating to the external review; and 
 7. A statement of the availability of a complaint process 
through the department relating to: 
a. A covered person's right to an external review in accordance 
with KRS 304.17A-623(8); and 
 b. The action of an independent review entity in accordance 
with KRS 304.17A-625(16); 
 (d) If an external review is requested by an authorized person 
or provider acting on behalf of a covered person, obtain the: 
 1. Written authorization of representation; and 
 2. Consent to release medical records to the independent 
review entity; 
 (e) Determine if an external review is warranted in accordance 

with KRS 304.17A-623(3) and (10), and notify the person who 
requested the external review of its determination within the 
following time periods: 
 1. For expedited reviews, within twenty-four (24) hours of 
receipt of the request, pursuant to KRS 304.17A-623(11); or 
 2. For nonexpedited reviews, within five (5) business days of 
receipt of the request; 
 (f) Upon a determination that an expedited external review is 
warranted: 
 1. By telephone, request acceptance of assignment of the 
external review by an independent review entity, which was 
selected pursuant to KRS 304.17A-623(7) from a list of certified 
independent review entities maintained by the department at 
http://insurance.ky.gov; and 
 2. Notify the independent review entity by telephone that the 
following documents shall be forwarded to the independent review 
entity in accordance with KRS 304.17A-623(11): 
 a. The written consent of the covered person authorizing 
release of medical records as required by KRS 304.17A-623(4); 
 b. Information to be considered as required by KRS 304.17A-
625(1)(a); and 
 c. A completed External Review Information Face Sheet, 
HIPMC-IRE-6; 
 (g) Upon a determination that a nonexpedited external review 
is warranted: 
 1. By telephone, request acceptance of assignment of the 
external review by an independent review entity which was 
selected pursuant to KRS 304.17A-623(7) from the list of certified 
independent review entities as identified in paragraph (f)1 of this 
subsection; and 
 2. Within three (3) business days of assignment, deliver to the 
independent review entity the documentation as identified in 
paragraph (f)2 of this subsection; 
 (h) Upon assignment of an external review, complete and send 
to the department an Assignment of Independent Review Entity 
Form, HIPMC-IRE-2, within one (1) business day via email to 
DOI.UtilizationReview@ky.gov; 
 (i) Upon receipt of a decision relating to external review from 
an independent review entity, implement the decision in 
accordance with KRS 304.17A-625(11) through (13) and provide 
the department with a reprocessed explanation of benefits or other 
payment documentation showing the implementation of the 
overturned decision; 
 (j) Upon receipt of an invoice relating to an external review, pay 
the independent review entity within thirty (30) days; 
 (k) Maintain a written record of each external review for a 
period of not less than five (5) years pursuant to 806 KAR 2:070, 
Section 1; and 
 (l) Upon written notice of termination of an independent review 
entity pursuant to Section 3(21)(a) or (c) of this administrative 
regulation, reassign an external review in accordance with 
paragraphs (f) and (g) of this subsection. 
 (2)(a) If a request for external review is denied by an insurer, 
written notification shall be provided by the insurer to the person 
requesting the external review, which shall include: 
 1. The date the request for external review was received by the 
insurer; 
 2. A statement relating to the nature of the request; 
 3. The rationale of the insurer for denying the request; 
 4. A statement relating to the availability of review by the 
department if a dispute arises regarding the right to external 
review; 
 5. The toll-free telephone number of the department; and 
 6. The name and telephone number of a contact person who 
shall provide information relating to the denial of the request. 
 (b) If requested by the department, the insurer shall provide: 
 1. A copy of the written notification described in paragraph (a) 
of this subsection; and 
 2. Information or documentation that the insurer relied upon to 
deny the request for external review. 
 
 Section 3. Requirements of an Independent Review Entity. An 
independent review entity shall: 
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 (1) Accept a request for assignment unless: 
 (a) A conflict of interest exists; 
 (b) Confidentiality issues exist; or 
 (c) Due to circumstances beyond the control of the 
independent review entity, an appropriate reviewer becomes 
unavailable; 
 (2) Upon receipt of a request for assignment from an insurer 
determine if a condition of subsection (1)(a) through (c) of this 
section exists; 
 (3) Within twenty-four (24) hours of receipt of a request for 
assignment: 
 (a) Immediately provide verbal notification, followed by written 
notification to the insurer and department of the rejection of an 
assignment if a condition of subsection (1)(a) through (c) of this 
section exists; or 
 (b) Provide written notification to an insurer and the department 
via DOI.UtilizationReview@ky.gov of the acceptance of an 
assignment; and 
 (4) Maintain a written record of: 
 (a) Whether the external review relates to an adverse 
determination or coverage denial, a step therapy exception denial, 
or step therapy internal appeal denial which requires resolution of a 
medical issue; 
 (b) The specific question or issue, as identified by the 
independent review entity, to be resolved by the external review; 
and 
 (c) Whether the external review is expedited or nonexpedited; 
 (5) For each external review, obtain and maintain a signed 
statement of a reviewer that the reviewer has no conflict of interest; 
 (6) Not limit the basis of an external review decision to the 
standards, criteria, and clinical rationale used by the insurer to 
make its decision pursuant to KRS 304.17A-625(1), (2), and (7); 
 (7) Have a reviewer with expertise in: 
 (a) Health insurance benefits and contracts, who shall serve as 
a reviewer with a healthcare professional reviewer, in an external 
review of a coverage denial, step therapy exception request denial, 
or step therapy internal appeal denial which requires the resolution 
of a medical issue in accordance with KRS 304.17A-617(3)(d); and 
 (b) Health care, who shall: 
 1. Conduct an external review of a step therapy exception 
request denial, step therapy internal appeal denial, or an adverse 
determination or coverage denial which requires resolution of a 
medical issue in accordance with the requirements of KRS 
304.17A-623[and an adverse determination which requires 
resolution of a medical issue]; and 
 2. Meet the following requirements: 
 a. Hold active licensure in a state of the United States; 
 b. Have recent experience or familiarity with current body of 
knowledge and applicable specialty or subspecialty practice; 
 c. Have at least five (5) years of experience in the specialty or 
subspecialty of the external review; and 
 d. Hold current board certification by: 
 (i) The American Board of Medical Specialties if the reviewer is 
a medical doctor; 
 (ii) The American Osteopathic Association if the reviewer is a 
doctor of osteopathic medicine; 
 (iii) The American Board of Podiatric Surgery if the reviewer is 
a doctor of podiatric medicine; or 
 (iv) Other recognized health professional board pursuant to 
KRS 304.17A-627; 
 (8) Establish criteria in accordance with KRS 304.17A-627 for: 
 (a) Selection of a qualified reviewer, including the initial 
verification and reverification every three (3) years of credentials of 
the reviewer; 
 (b) Ensuring that an appropriate: 
 1. Reviewer performs the external review; and 
 2. Number of reviewers are used for the external review; and 
 (c) Ensuring that at least one (1) reviewer qualified in each 
medical specialty and subspecialty is available for external review; 
 (d) Provide a listing of the reviewers to the department 
including each reviewer's name, date of licensure, license number 
and specialty, including any subspecialty in accordance with KRS 
304.17A-627(5) and (6); 

 (9) Have a medical director or clinical director with professional 
postresidency experience in direct patient care who shall: 
 (a) Hold a current license to practice medicine in a state of the 
United States; 
 (b) Provide guidance for the medical aspects of the external 
review process; and 
 (c) Oversee the medical aspects of the: 
 1. Quality management program; and 
 2. Reviewer credentialing program; 
 (10) Establish and implement criteria for determination of the 
need for a time extension pursuant to KRS 304.17A-623(12) and 
(13); 
 (11) Provide written notification of a decision as required by 
KRS 304.17A-625(6), which shall include the: 
 (a) Title, professional license number, state of licensure and 
specialty or subspecialty certifications, if any, of the reviewer; 
 (b) Date the decision was rendered; and 
 (c) A statement that: 
 1. The decision shall be final and binding on the insurer; and 
 2. If dissatisfied with the decision, a comment, question, or 
complaint may be submitted in writing to the department; 
 (12) Within two (2) business days of rendering a decision, 
provide written notification of the decision to the: 
 (a) Covered person or authorized person, treating provider, 
and insurer; and 
 (b) Department via email at DOI.UtilizationReview@ky.gov by: 
 1. Copying the department on the written notification to the 
covered person; and 
 2. Completing an External Review Decision Notification Form, 
HIPMC-IRE-3; 
 (13) Establish written policies and procedures for maintenance 
and the confidential treatment of external review records in 
accordance with KRS 304.17A-623(9), 806 KAR 3:210, and 806 
KAR 3:230; 
 (14) Maintain a written record of an external review for a 
minimum of five (5) years in accordance with 806 KAR 2:070, 
which shall include, as applicable: 
 (a) All documentation relating to the external review pursuant 
to KRS 304.17A 625(1)(a); 
 (b) The independent review entity's decision regarding each 
issue identified in the external review request; 
 (c) The name, credentials, and specialty or subspecialty of the 
reviewer; 
 (d) Medical records and information considered during the 
review; 
 (e) References to any medical literature, research data, or 
national clinical criteria upon which the independent review entity's 
decision was based; 
 (f) A copy of the covered person's health benefit plan; 
 (g) A copy of the adverse determination or coverage denial, the 
step therapy exception request denial, or the step therapy internal 
appeal denial which requires resolution of a medical issue, and the 
internal appeal decision; and 
 (h) A copy of all correspondence and communication between 
the independent review entity, reviewer, and any other person 
regarding the external review, including a copy of the final external 
review decision letter; 
 (15) Provide toll-free telephone access that: 
 (a) Operates at a minimum from 9 a.m. until 5 p.m. of each 
business day in each time zone if the services under review are in 
dispute; and 
 (b) Allows for: 
 1. Receiving after-hours requests for external review; and 
 2. Acting upon expedited external review requests in 
accordance with KRS 304.17A-623(12); 
 (16) If an external review function, or any portion of this 
function, is delegated or subcontracted to another person or 
organization, submit to the department: 
 (a) Policies and procedures relating to oversight activities to 
ensure compliance with requirements of an independent review 
entity as established in KRS 304.17A-623 and 304.17A-625, and 
this section; and 
 (b) A copy of the delegation or subcontract agreement; 
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 (17) Establish and maintain a written quality assurance 
program in accordance KRS 304.17A-627, which shall be made 
available to the public upon request and shall include a written 
plan, which addresses: 
 (a) Scope and objectives; 
 (b) Program organization; 
 (c) Monitoring and oversight mechanisms; and 
 (d) Evaluation and organizational improvement of external 
review activities, including: 
 1. Objectives and approaches used in the monitoring and 
evaluation of external review activities, including the systematic 
evaluation of complaints for patterns and trends; 
 2. The implementation of an action plan to improve or correct 
an identified problem; and 
 3. The procedures to communicate the results of an action plan 
to its employees and reviewers, as applicable; 
 (18) Submit a copy of any change to information provided on 
the Application for Certification of an Independent Review Entity, 
HIPMC-IRE-1, in writing to the department for approval. A change 
shall not become effective until approved by the commissioner; 
 (19) Submit a new application for certification if requested by 
the department following notification of a material change in the 
application information as required by KRS 304.17A-627(2); 
 (20) Establish a fee structure, to be available upon request, for 
each type or level of external review, including at a minimum, a fee 
for: 
 (a) A completed external review of: 
 1. A coverage denial, step therapy exception request denial, or 
step therapy internal appeal denial which requires resolution of a 
medical issue; and 
 2. An adverse determination; and 
 (b) An incomplete external review; 
 (21) Immediately terminate an external review and provide 
notice by telephone, followed by a written notification to the 
department and, if appropriate, the insurer requesting the external 
review if: 
 (a) A conflict of interest or confidentiality issue is discovered at 
any time during the external review process; 
 (b) A reversal of a coverage denial, step therapy exception 
request denial, step therapy internal appeal denial, or adverse 
determination is received in writing from the insurer; or 
 (c) The independent review entity or a reviewer becomes 
unavailable for reasons beyond the control of the independent 
review entity, including acts of God, natural disasters, epidemics, 
strikes or other labor disruptions, war, civil disturbances, riots, or 
complete or partial disruptions of facilities; 
 (22) If more than one (1) reviewer is utilized in making a 
decision: 
 (a) Render an overall decision based upon the majority 
decision of the reviewers; or 
 (b) If the reviewers are evenly split as to whether the 
recommended or requested health care service or treatment shall 
be covered, request an additional reviewer to make a binding 
majority decision; 
 (23) Implement a written policy and procedure for each aspect 
of an external review process, including: 
 (a) Processing of the request for assignment of an external 
review from an insurer; 
 (b) Receipt and maintenance of medical records and 
information from insurer; 
 (c) Ensuring access to appropriate qualified reviewers pursuant 
to subsection (8) of this section; 
 (d) Ensuring the credentialing, selection, and notification of a 
reviewer who performs an external review; 
 (e) Rendering a timely decision and issuing notification of the 
decision; 
 (f) Ongoing monitoring and evaluation of the performance of a 
reviewer; 
 (g) Monitoring and oversight of a delegated external review 
function, if any; 
 (h) Billing and collection of fees for external review, including: 
 1. Filing fee of the covered person; and 
 2. Cost of external review for the insurer; 

 (i) Collecting and reporting data; 
 (j) Termination of external review; and 
 (k) Response to a request for information relating to a 
complaint filed with the department; and 
 (24) 
 (a) Conduct annually, a program for training reviewers, which: 
 1. Provides information relating to the requirements of the 
Kentucky Independent External Review Program; and 
 2. Describes the policies and procedures of the independent 
review entity, as applicable; and 
 (b) Provide a written record of the training to the department, 
upon request. 
 
 Section 4. Application Process for Certification to Perform 
External Reviews. 
 (1) To perform an external review, an independent review 
entity shall be certified in accordance with requirements 
established in KRS 304.17A-627, and this administrative 
regulation. 
 (2) To be certified to perform an external review, an 
independent review entity shall: 
 (a) Complete and submit to the department, an Application for 
Certification of an Independent Review Entity, HIPMC-IRE-1; 
 (b) Submit a fee with the application for certification as required 
by Section 5 of this administrative regulation; and 
 (c) Enclose with the application for certification, written 
documentation which supports compliance with the requirements 
of an independent review entity established in KRS 304.17A-627 
and Section 3 of this administrative regulation. 
 (3) In renewing a certification, an independent review entity 
shall submit an application for certification to the department at 
least ninety (90) days prior to expiration of the current certification. 
 
 Section 5. Fees. 
(1) Department fees. 
 (a) An application for certification as an independent review 
entity shall be submitted with $500. 
 (b) Pursuant to KRS 304.17A-627(2), a change in application 
information after certification shall be submitted with fifty (50) 
dollars. 
 (c) Fees submitted to the department shall be made payable to 
the Kentucky State Treasurer. 
 (2) Independent review entity fees. 
 (a) 1. Except for a fee which meets the criteria established in 
HIPMC-IRE-5, Approval of an External Review Fee in Excess of 
$800, the total fee charged for an external review shall not exceed 
$800; and 
 2. The fee proposed by the independent review entity in 
excess of $800 shall be submitted to the department for approval 
prior to billing the insurer with the justification defined in HIPMC-
IRE-5, Approval of an External Review Fee in Excess of $800. 
 (b) The twenty-five (25) dollar filing fee to be paid by the 
covered person shall: 
 1. Be billed by the independent review entity upon assignment; 
or 
 2. Be waived if it creates a financial hardship pursuant to KRS 
304.17A-623(5). 
 
 Section 6. Department Review of Application for Certification or 
Change in Information Provided on the Application. 
 (1) Upon review of an application for certification or a change 
in information provided on the application, the department shall: 
 (a) Notify the applicant of any missing or necessary 
information; 
 (b) Identify and request submission of the information identified 
in paragraph (a) of this subsection within thirty (30) days; 
 (c) If requested information is not provided to the department 
within the time frame established in paragraph (b) of this 
subsection: 
 1. Disapprove the application for certification or the change of 
information provided on the application; and 
 2. Not refund the applicable fee submitted in accordance with 
Section 5(1) of this administrative regulation; and 
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 (d) Approve or deny certification or a change to information 
provided on the application of an independent review entity within 
ninety (90) days of submission. 
 (2) An independent review entity certification shall expire on 
the second anniversary of the certification date unless the 
certification is renewed by the independent review entity, which 
submits a new application for certification in accordance with 
Section 4(2) of this administrative regulation. 
 
 Section 7. Denial, Decertification, or Suspension Hearing 
Procedure. Upon the denial of certification, decertification, or 
suspension of a certification, the department shall: 
 (1) Give written notice of its action; and 
 (2) Advise the applicant or certificate holder that a request for a 
hearing may be filed in accordance with KRS 304.2-310. 
 
 Section 8. Independent Review Entity Complaint Process. 
 (1) A copy of the complaint filed pursuant to KRS 304.17A-
625(16) and a letter from the department requesting a written 
response to the complaint shall be sent to the independent review 
entity. 
 (2) Within ten (10) business days of receipt of the letter from 
the department, the independent review entity shall submit a 
written response to the department, including the following: 
 (a) Information relating to the complaint; 
 (b) If applicable, corrective actions to address the complaint, 
including time frames for actions; and 
 (c) A mechanism to evaluate the corrective action, if 
applicable. 
 (3) Upon receipt of the written response of the independent 
review entity, the department shall: 
 (a) If applicable, take action pursuant to KRS 304.17A-625(16); 
and 
 (b) Notify the complainant of the department's findings and 
action taken, if any. 
 
 Section 9. Department Investigations. The commissioner may 
conduct an investigation of an independent review entity pursuant 
to KRS 304.2-100 and 304.2-230. 
 
 Section 10. Reporting Requirements. An independent review 
entity shall complete and submit to the department by March 31 of 
each year for the previous calendar year, the Annual Independent 
Review Entity Report Form, HIPMC-IRE-4. 
 
 Section 11. Cessation of Participation. Upon a decision to 
terminate participation in the independent external review program 
as established in KRS 304.17A-621, an independent review entity 
shall: 
 (1) Immediately notify the department in writing of its decision 
to cease accepting new assignments; and 
 (2) Except for reasons beyond its control, submit the following 
to the department for approval at least thirty (30) days prior to 
termination: 
 (a) Written notification of the termination, including: 
 1. Date of termination; and 
 2. Number of pending external reviews with corresponding 
assignment dates; and 
 (b) A written action plan for terminating participation. 
 
 Section 12. Incorporated by Reference. 
 (1) The following material is incorporated by reference: 
 (a) Form HIPMC-IRE-1, "Application for Certification of an 
Independent Review Entity", 01/2023[10/2022] edition[09/2020 
edition]; 
 (b) Form HIPMC-IRE-2, "Assignment of Independent Review 
Entity Form", 10/2022 edition[09/2020 edition]; 
 (c) Form HIPMC-IRE-3, "External Review Decision Notification 
Form", 09/2020 edition; 
 (d) Form HIPMC-IRE-4, "Annual Independent Review Entity 
Report Form", 10/2022 edition[09/2020 edition]; 
 (e) Form HIPMC-IRE-5, "Approval of an External Review Fee 
in Excess of $800", 09/2020 edition; and 

 (f) Form HIPMC-IRE-6, "External Review Information Face 
Sheet", 10/2022 edition[09/2020 edition]. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Department of 
Insurance, The Mayo-Underwood Building, 500 Mero Street, 
Frankfort, Kentucky 40601, Monday through Friday, 8 a.m. to 4:30 
p.m. This material is also available on the department's Web site at 
https://insurance.ky.gov/ppc/CHAPTER.aspx. 
 
 CONTACT PERSON: Abigail Gall, Executive Advisor, 500 
Mero Street, Frankfort, Kentucky 40601, phone +1 (502) 564-6026, 
fax +1 (502) 564-1453, email abigail.gall@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(As Amended at ARRS, February 14, 2023) 

 
 907 KAR 1:026. Dental services' coverage provisions and 
requirements. 
 
 RELATES TO: KRS 205.520, 205.622, 205.8451, 313.010, 
313.040, 369.102(8), 369.101 to 369.120, 415.152, 42 C.F.R. 
400.203, 415.170, 415.172, 415.174, 438.2, 45 C.F.R. Parts 160 
and 164, 42 U.S.C. 1320d, 1396a-d 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3)[, 42 U.S.C. 1396a-d] 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services, 
has the responsibility to administer the Medicaid program. KRS 
205.520(3) authorizes the cabinet, by administrative regulation, to 
comply with any requirement that may be imposed or opportunity 
presented by federal law to qualify for federal Medicaid funds. This 
administrative regulation establishes the Kentucky Medicaid 
Program provisions and requirements regarding the coverage of 
dental services. 
 
 Section 1. Definitions. 
 (1) "Comprehensive orthodontic" means a medically necessary 
dental service for treatment of a dentofacial malocclusion which 
requires the application of braces for correction. 
 (2) "Current Dental Terminology" or "CDT" means a publication 
by the American Dental Association of codes used to report dental 
procedures or services. 
 (3) "Debridement" means a preliminary procedure that: 
 (a) Entails the gross removal of plaque and calculus that 
interfere with the ability of a dentist to perform a comprehensive 
oral evaluation; 
 (b) Does not preclude the need for further procedures; and 
 (c) Is separate from a regular cleaning and is usually a 
preliminary or first treatment when an individual has developed 
very heavy plaque or calculus. 
 (4) "Department" means the Department for Medicaid Services 
or its designee. 
 (5) "Direct practitioner interaction[contact]" means the billing 
dentist or oral surgeon is physically present with and evaluates, 
examines, treats, or diagnoses the recipient, unless the service 
can be appropriately performed via telehealth pursuant to 907 KAR 
3:170. 
 (6) "Disabling malocclusion" means a condition that meets the 
criteria established in Section 13(7) of this administrative 
regulation. 
 (7) "Electronic signature" is defined by KRS 369.102(8). 
 (8) "Federal financial participation" is defined by 42 C.F.R. 
400.203. 
 (9) "Incidental" means that a medical procedure: 
 (a) Is performed at the same time as a primary procedure; and 
 (b)1. Requires little additional practitioner resources; or 
 2. Is clinically integral to the performance of the primary 
procedure. 
 (10) "Integral" means that a medical procedure represents a 
component of a more complex procedure performed at the same 
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time. 
 (11) ["Locum tenens dentist" means a substitute dentist: 
 (a) Who temporarily assumes responsibility for the professional 
practice of a dentist participating in the Kentucky Medicaid 
Program; and 
 (b) Whose services are paid under the participating dentist's 
provider number. 
 (12)] "Managed care organization" means an entity for which 
the Department for Medicaid Services has contracted to serve as a 
managed care organization as defined by 42 C.F.R. 438.2. 
 (12)[(13)] "Medically necessary" or "medical necessity" means 
that a covered benefit is determined to be needed in accordance 
with 907 KAR 3:130. 
 (13)[(14)] "Mutually exclusive" means that two (2) procedures: 
 (a) Are not reasonably performed in conjunction with one (1) 
another during the same patient encounter on the same date of 
service; 
 (b) Represent two (2) methods of performing the same 
procedure; 
 (c) Represent medically impossible or improbable use of CDT 
codes; or 
 (d) Are described in CDT as inappropriate coding of procedure 
combinations. 
 (14)[(15)] "Other licensed medical professional" or "OLMP" 
means a health care provider other than a dentist who has been 
approved to practice a medical specialty by the appropriate 
licensure board. 
 (15)[(16)] "Prepayment review" or "PPR" means a 
departmental review of a claim regarding a recipient who is not 
enrolled with a managed care organization to determine if the 
requirements of this administrative regulation have been met prior 
to authorizing payment. 
 (16)[(17)] "Prior authorization" or "PA" means approval that a 
provider shall obtain from the department before being reimbursed 
for a covered service. 
 (17)[(18)] "Provider" is defined by KRS 205.8451(7). 
 (18)[(19)] "Public health hygienist" means an individual who: 
 (a) Is a dental hygienist as defined by KRS 313.010(6); 
 (b) Meets the public health hygienist requirements established 
in KRS 313.040(8); 
 (c) Meets the requirements for a public health registered dental 
hygienist established in 201 KAR 8:562; and 
 (d) Is employed by or through: 
 1. The Department for Public Health; or 
 2. A governing board of health. 
 (19)[(20)] "Recipient" is defined by KRS 205.8451(9). 
 (20)[(21)] "Resident" is defined by 42 C.F.R. 415.152. 
 (21)[(22)] "Timely filing" means receipt of a claim by Medicaid: 
 (a) Within twelve (12) months of the date the service was 
provided; 
 (b) Within twelve (12) months of the date retroactive eligibility 
was established; or 
 (c) Within six (6) months of the Medicare adjudication date if 
the service was billed to Medicare. 
 
 Section 2. Conditions of Participation. 
 (1) A participating provider shall: 
 (a) Be licensed as a provider in the state in which the practice 
is located; 
 (b) Comply with the terms and conditions established in the 
following administrative regulations: 
 1. 907 KAR 1:005; 
 2. 907 KAR 1:671; and 
 3. 907 KAR 1:672; 
 (c) Comply with the requirements to maintain the confidentiality 
of personal medical records pursuant to 42 U.S.C. 1320d and 45 
C.F.R. Parts 160 and 164;[ and] 
 (d) Comply with all applicable state and federal laws; and 
 (e) Meet all applicable medical and dental standards of 
practice. 
 (2)(a) A participating provider shall: 
 1. Have the freedom to choose whether to accept an eligible 
Medicaid recipient; and 

 2. Notify the recipient of the decision prior to the delivery of 
service. 
 (b) If the provider accepts the recipient, the provider: 
 1. Shall bill Medicaid rather than the recipient for a covered 
service; 
 2. May bill the recipient for a service not covered by Kentucky 
Medicaid, if the provider informed the recipient of noncoverage 
prior to providing the service; and 
 3. Shall not bill the recipient for a service that is denied by the 
department for: 
 a. Being: 
 (i) Incidental; 
 (ii) Integral; or 
 (iii) Mutually exclusive; 
 b. Incorrect billing procedures, including incorrect bundling of 
procedures; 
 c. Failure to obtain prior authorization for the service; or 
 d. Failure to meet timely filing requirements. 
 (3)(a) In accordance with 907 KAR 17:015, Section 3(3), a 
provider of a service to an enrollee shall not be required to be 
currently participating in the fee-for-service Medicaid program. 
 (b) A provider of a service to an enrollee shall be enrolled in 
the Medicaid program. 
 (4)(a) If a provider receives any duplicate or overpayment from 
the department or managed care organization, regardless of 
reason, the provider shall return the payment to the department or 
managed care organization. 
 (b) Failure to return a payment to the department or managed 
care organization in accordance with paragraph (a) of this 
subsection may be: 
 1. Interpreted to be fraud or abuse; and 
 2. Prosecuted in accordance with applicable federal or state 
law. 
 (c) Nonduplication of payments and third-party liability shall be 
in accordance with 907 KAR 1:005. 
 (d) A provider shall comply with KRS 205.622. 
 
 Section 3. Record Maintenance. (1)(a) A provider shall 
maintain comprehensive legible medical records that substantiate 
the services billed. 
 (b) A dental record shall be considered a medical record. 
 (2) A medical record shall be signed on the date of service by 
the: 
 (a) Provider; or 
 (b) Other practitioner authorized to provide the service in 
accordance with: 
 1. KRS 313.040; and 
 2. 201 KAR 8:562. 
 (3) An X-ray shall be: 
 (a) Of diagnostic quality; and 
 (b) Maintained in a manner that identifies the: 
 1. Recipient's name; 
 2. Service date; and 
 3. Provider's name. 
 (4) A treatment regimen shall be documented to include: 
 (a) Diagnosis; 
 (b) Treatment plan; 
 (c) Treatment and follow-up; and 
 (d) Medical necessity. 
 (5) Medical records, including X-rays, shall be maintained in 
accordance with 907 KAR 1:672. 
 
 Section 4. General and Certain Service Coverage 
Requirements. 
 (1) A covered service shall be: 
 (a) Medically necessary; and 
 (b) Except as provided in subsection (2)[(3)] of this section, 
furnished to a recipient through direct practitioner 
interaction[contact]. 
 (2) [Dental visits shall be limited to twelve (12) visits per year 
per provider for a recipient who is at least twenty-one (21) years of 
age. 
 (3)] A covered service provided by an other licensed medical 
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professional (OLMP) shall be covered if the: 
 (a) OLMP is employed by the supervising oral surgeon, dentist, 
or dental group; 
 (b) OLMP is licensed in the state of practice; and 
 (c) Supervising provider has direct practitioner 
interaction[contact] with the recipient, except for a service provided 
by a dental hygienist if the dental hygienist provides the service 
under general supervision of a practitioner in accordance with KRS 
313.040. 
 (3)[(4)](a) A medical resident may provide and the department 
shall cover services if provided under the direction of a program 
participating teaching physician in accordance with 42 C.F.R. 
415.170, 415.172, and 415.174. 
 (b) A dental resident, student, or dental hygiene student may 
provide and the department shall cover services under the 
direction or supervision of a program participating provider in or 
affiliated with an American Dental Association accredited 
institution. 
 (4)[(5) Services provided by a locum tenens dentist shall be 
covered: 
 (a) If the locum tenens dentist: 
 1. Has a national provider identifier (NPI) and provides the NPI 
to the department; 
 2. Does not have a pending criminal or civil investigation 
regarding the provision of services; 
 3. Is not subject to a formal disciplinary sanction from the 
Kentucky Board of Dentistry; and 
 4. Is not subject to any federal or state sanction or penalty that 
would bar the dentist from Medicare or Medicaid participation; and 
 (b) For no more than sixty (60) continuous days. 
 (6)] Preventative services provided by a public health hygienist 
shall be covered. 
 (5)[(7)] The department shall cover the oral pathology 
procedures listed on the DMS Dental Fee Schedule if provided by 
an oral pathologist who meets the condition of participation 
requirements established in Section 2 of this administrative 
regulation. 
 (6)[(8)] Coverage shall be limited to the procedures or services: 
 (a) Identified and established on the DMS Dental Fee 
Schedule; or 
 (b) Established in this administrative regulation. 
 (7)[(9)] The department shall not cover a service provided by a 
provider or practitioner that exceeds the scope of services 
established for the provider or practitioner in: 
 (a) Kentucky Revised Statutes; or 
 (b) Kentucky administrative regulations. 
 
 Section 5. Diagnostic Service Coverage Limitations. 
 (1)(a) Except as provided in paragraph (b) of this subsection, 
coverage for a comprehensive oral evaluation shall be limited to 
one (1) per twelve (12) month period, per recipient, per provider. 
 (b) The department shall cover a second comprehensive oral 
evaluation if the evaluation is provided in conjunction with a 
prophylaxis[ to an individual under twenty-one (21) years of age]. 
 (c) A comprehensive oral evaluation shall not be covered in 
conjunction with the following: 
 1. A limited oral evaluation for trauma related injuries; 
 2. A space maintainer; 
 3. Denture relining; 
 4. A transitional appliance; 
 5. A prosthodontic service; 
 6. Temporomandibular joint therapy; 
 7. An orthodontic service; 
 8. Palliative treatment; 
 9. An extended care facility call; 
 10. A house call; or 
 11. A hospital call. 
 (2)(a) Coverage for a limited oral evaluation shall: 
 1. Be limited to a trauma related injury or acute infection; and 
 2. Be limited to one (1) per date of service, per recipient, per 
provider. 
 (b) A limited oral evaluation shall not be covered in conjunction 
with another service except for: 

 1. A periapical X-ray; 
 2. A bitewing X-ray; 
 3. A panoramic X-ray; 
 4. Resin, anterior; 
 5. A simple or surgical extraction; 
 6. Surgical removal of a residual tooth root; 
 7. Removal of a foreign body; 
 8. Suture of a recent small wound; 
 9. Intravenous sedation; or 
 10. Incision and drainage of infection. 
 (3)(a) Except as provided in paragraph (b) of this subsection, 
the following limitations shall apply to coverage of a radiograph 
service: 
 1. Bitewing X-rays shall be limited to four (4) per twelve (12) 
month period, per recipient, per provider; 
 2. Periapical X-rays shall be limited to fourteen (14) per twelve 
(12) month period, per recipient, per provider; 
 3. An intraoral complete X-ray series shall be limited to one (1) 
per twenty-four (24) month period, per recipient, per provider; 
 4. Periapical and bitewing X-rays shall not be covered in the 
same twelve (12) month period as an intraoral complete X-ray 
series per recipient, per provider; 
 5. A panoramic film shall: 
 a. Be limited to one (1) per twenty-four (24) month period, per 
recipient, per provider; and 
 b. Require prior authorization in accordance with Section 15(1), 
(2), and (3) of this administrative regulation for a recipient under 
the age of six (6) years; 
 6. A cephalometric film shall be limited to one (1) per twenty-
four (24) month period, per recipient, per provider; or 
 7. A cephalometric and panoramic X-ray shall not be covered 
separately in conjunction with a comprehensive orthodontic 
consultation. 
 (b) The limits established in paragraph (a) of this subsection 
shall not apply to: 
 1. An X-ray necessary for a root canal or oral surgical 
procedure; or 
 2. An X-ray that: 
 a. Exceeds the established service limitations; and 
 b. Is determined by the department to be medically necessary. 
 
 Section 6. Preventive Service Coverage Limitations. 
 (1)(a) Coverage of a prophylaxis shall be limited to[: 
 1. For an individual who is at least twenty-one (21) years of 
age, one (1) per twelve (12) month period, per recipient; and 
 2. For an individual under twenty-one (21) years of age,] one 
(1) per six (6) month period, per recipient. 
 (b) A prophylaxis shall not be covered in conjunction with 
periodontal scaling or root planing. 
 (2)(a) Coverage of a sealant shall be limited to: 
 1. [A recipient of the age five (5) through twenty (20) years; 
 2.] Each six (6) and twelve (12) year molar once every four (4) 
years with a lifetime limit of three (3) sealants per tooth, per 
recipient; and 
 2.[3.] An occlusal surface that is noncavitated. 
 (b) A sealant shall not be covered in conjunction with a 
restorative procedure for the same tooth on the same surface on 
the same date of service. 
 (3)(a) Coverage of a space maintainer shall[: 
 1. Be limited to a recipient under the age of twenty-one (21) 
years; and 
 2.] require the following: 
 1.[a.] Fabrication; 
 2.[b.] Insertion; 
 3.[c.] Follow-up visits; 
 4.[d.] Adjustments; and 
 5.[e.] Documentation in the recipient's medical record to: 
 a.[(i)] Substantiate the use for maintenance of existing 
interdental space; and 
 b.[(ii)] Support the diagnosis and a plan of treatment that 
includes follow-up visits. 
 (b) The date of service for a space maintainer shall be 
considered to be the date the appliance is placed on the recipient. 
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 (c) Coverage of a space maintainer, an appliance therapy 
specified in the CDT orthodontic category, or a combination of the 
two (2) shall not exceed two (2) per twelve (12) month period, per 
recipient. 
 
 Section 7. Restorative Service Coverage Limitations. 
 (1) A four (4) or more surface resin-based anterior composite 
procedure shall not be covered if performed for the purpose of 
cosmetic bonding or veneering. 
 (2) Coverage of a prefabricated crown shall[: 
 (a) Be limited to a recipient under the age of twenty-one (21) 
years; and 
 (b)] include any procedure performed for restoration of the 
same tooth. 
 (3) Coverage of a pin retention procedure shall be limited to: 
 (a) A permanent molar; 
 (b) One (1) per tooth, per date of service, per recipient; and 
 (c) Two (2) per permanent molar, per recipient. 
 (4) Coverage of a restorative procedure performed in 
conjunction with a pin retention procedure shall be limited to one 
(1) of the following: 
 (a) An appropriate medically necessary restorative material 
encompassing three (3) or more surfaces; 
 (b) A permanent prefabricated resin crown; or 
 (c) A prefabricated stainless steel crown. 
 
 Section 8. Endodontic Service Coverage Limitations. 
 (1) [Coverage of the following endodontic procedures shall be 
limited to a recipient under the age of twenty-one (21) years: 
 (a) A pulp cap direct; 
 (b) Therapeutic pulpotomy; or 
 (c) Root canal therapy. 
 (2)] A therapeutic pulpotomy shall not be covered if performed 
in conjunction with root canal therapy. 
 (2)[(3)](a) Coverage of root canal therapy shall require: 
 1. Treatment of the entire tooth; 
 2. Completion of the therapy; and 
 3. An X-ray taken before and after completion of the therapy. 
 (b) The following root canal therapy shall not be covered: 
 1. The Sargenti method of root canal treatment; or 
 2. A root canal that does not treat all root canals on a multi-
rooted tooth. 
 
 Section 9. Periodontic Service Coverage Limitations. 
 (1) Coverage of a gingivectomy or gingivoplasty procedure 
shall require prepayment review and shall be limited to: 
 (a) A recipient with gingival overgrowth due to a: 
 1. Congenital condition; 
 2. Hereditary condition; or 
 3. Drug-induced condition; and 
 (b) One (1) per tooth or per quadrant, per provider, per 
recipient per twelve (12) month period. 
 [1. Coverage of a quadrant procedure shall require a minimum 
of a four (4) tooth area within the same quadrant. 
 2. Coverage of a per-tooth procedure shall be limited to no 
more than three (3) teeth within the same quadrant.] 
 (2) Coverage of a gingivectomy or gingivoplasty procedure 
shall require documentation in the recipient's medical record that 
includes: 
 (a) Pocket-depth measurements; 
 (b) A history of nonsurgical services; and 
 (c) A prognosis. 
 (3) Coverage for a periodontal scaling and root planing 
procedure shall: 
 (a) Not exceed one (1) per quadrant, per twelve (12) months, 
per recipient, per provider; 
 (b) Require prior authorization in accordance with Section 
15(1), (2), and (4) of this administrative regulation; and 
 (c) Require documentation to include: 
 1. A periapical film or bitewing X-ray; 
 2. Periodontal charting of preoperative pocket depths; and 
 3. A photograph, if applicable. 
 (4)[(a) Coverage of a quadrant procedure shall require a 

minimum of a four (4) tooth area within the same quadrant. 
 (b) Coverage of a per-tooth procedure shall be limited to no 
more than three (3) teeth. 
 (5)] Periodontal scaling and root planing shall not be covered if 
performed in conjunction with dental prophylaxis. 
 [(6)(a) A full mouth debridement shall only be covered for a 
pregnant woman. 
 (b) More than one (1) full mouth debridement per pregnancy 
shall not be covered.] 
 
 Section 10. Prosthodontic Service Coverage Limitations. (1) [A 
removable prosthodontic or denture repair shall be limited to a 
recipient under the age of twenty-one (21) years. 
 (2)] A denture repair in the following categories shall not 
exceed three (3) repairs per twelve (12) month period, per 
recipient: 
 (a) Repair resin denture base; or 
 (b) Repair cast framework. 
 (2)[(3)] Coverage for the following services shall not exceed 
one (1) per twelve (12) month period, per recipient: 
 (a) Replacement of a broken tooth on a denture; 
 (b) Laboratory relining of: 
 1. Maxillary dentures; or 
 2. Mandibular dentures; 
 (c) An interim maxillary partial denture; or 
 (d) An interim mandibular partial denture. 
 (3)[(4)] An interim maxillary or mandibular partial denture shall 
be limited to use: 
 (a) During a transition period from a primary dentition to a 
permanent dentition; 
 (b) For space maintenance or space management; or 
 (c) As interceptive or preventive orthodontics. 
 
 Section 11. Maxillofacial Prosthetic Service Coverage 
Limitations. The following services shall be covered if provided by 
a board eligible or board certified prosthodontist: 
 (1) A nasal prosthesis; 
 (2) An auricular prosthesis; 
 (3) A facial prosthesis; 
 (4) A mandibular resection prosthesis; 
 (5) A pediatric speech aid; 
 (6) An adult speech aid; 
 (7) A palatal augmentation prosthesis; 
 (8) A palatal lift prosthesis; 
 (9) An oral surgical splint; or 
 (10) An unspecified maxillofacial prosthetic. 
 
 Section 12. Oral and Maxillofacial Service Coverage 
Limitations. (1) The simple use of a dental elevator shall not 
constitute a surgical extraction. 
 (2) Root removal shall not be covered on the same date of 
service as the extraction of the same tooth. 
 (3) Coverage of surgical access of an unerupted tooth shall: 
 (a) Be limited to exposure of the tooth for orthodontic 
treatment; and 
 (b) Require prepayment review. 
 (4) Coverage of alveoplasty shall: 
 (a) Be limited to one (1) per quadrant, per lifetime, per 
recipient; and 
 (b) Require a minimum of a four (4) tooth area within the same 
quadrant. 
 (5) An occlusal orthotic device shall: 
 (a) Be covered for temporomandibular joint therapy; 
 (b) Require prior authorization in accordance with Section 
15(1), (2), and (5) of this administrative regulation; and 
 (c) [Be limited to a recipient under the age of twenty-one (21) 
years; and 
 (d)] Be limited to one (1) per lifetime, per recipient. 
 (6) Frenulectomy shall be limited to two (2) per date of service. 
 (7) Coverage shall be limited to one (1) per lifetime, per 
recipient, for removal of the following: 
 (a) Torus palatinus (maxillary arch); 
 (b) Torus mandibularis (lower left quadrant); or 
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 (c) Torus mandibularis (lower right quadrant). 
 
 Section 13. Orthodontic Service Coverage Limitations. (1) 
Coverage of an orthodontic service shall[: 
 (a) Be limited to a recipient under the age of twenty-one (21) 
years; and 
 (b)] require prior authorization except as established in Section 
15(1)(b) of this administrative regulation. 
 (2) The combination of space maintainers and appliance 
therapy shall be limited to two (2) per twelve (12) month period, per 
recipient. 
 (3) Space maintainers and appliance therapy shall not be 
covered in conjunction with comprehensive orthodontics. 
 (4) Orthodontic braces shall be limited to recipients under the 
age of twenty-one (21) years. 
 (5) Space maintainers shall be allowed for adults when: 
 (a) There has been an extraction or lost tooth; 
 (b) A permanent tooth is waiting for a partial; 
 (c) In preparation for an implant, if an implant is medically 
necessary and approved; 
 (d) A third molar is partially erupted; or 
 (e) There is a congenitally missing tooth. 
 (6) The department shall only cover new orthodontic brackets 
or appliances. 
 (7)[(5)] An appliance for minor tooth guidance shall not be 
covered for the control of harmful habits. 
 (8)[(6)] In addition to the limitations specified in subsection (1) 
of this section, a comprehensive orthodontic service shall: 
 (a) Require a referral by a dentist; and 
 (b) Be limited to the correction of a disabling malocclusion for 
transitional, full permanent dentition, or treatment of a cleft palate 
or severe facial anomaly. 
 (9)[(7)] A disabling malocclusion shall: 
 (a) Exist if a patient: 
 1. Exhibits a severe overbite encompassing one (1) or more 
teeth in palatal impingement diagnosed by a lingual view of 
orthodontic models (stone or digital) showing palatal soft tissue 
contact; 
 2. Exhibits a true anterior open bite: 
 a. Either skeletal or habitual in nature that if left untreated will 
result in: 
 (i) The open bite persisting; or 
 (ii) A medically documented speech impediment; and 
 b. That does not include: 
 (i) One (1) or two (2) teeth slightly out of occlusion; or 
 (ii) Where the incisors have not fully erupted; 
 3. Demonstrates a significant antero-posterior discrepancy 
(Class II or III malocclusion that is comparable to at least one (1) 
full tooth Class II or III): 
 a. Dental or skeletal; and 
 b. If skeletal, requires a traced cephalometric radiograph 
supporting significant skeletal malocclusion; 
 4. Has an anterior crossbite that involves: 
 a. More than two (2) teeth within the same arch; or 
 b. A single tooth crossbite if there is evident detrimental 
changes in supporting tissues including: 
 (i) Obvious gingival stripping; or 
 (ii) A functional shift of the mandible or severe dental attrition 
for an individual under the age of twelve (12) years; or 
 c. An edge to edge crossbite if there is severe dental attrition 
due to a traumatic occlusion; 
 5. Demonstrates a handicapping posterior transverse 
discrepancy that: 
 a. May include several teeth, one (1) of which shall be a molar; 
and 
 b. Is handicapping in a function fashion as follows: 
 (i) Functional shift; 
 (ii) Facial asymmetry; or 
 (iii) A complete buccal or lingual crossbite; 
 6. Demonstrates a medically documented speech pathology 
resulting from the malocclusion; 
 7. Demonstrates a significant posterior open bite that does not 
involve: 

 a. Partially erupted teeth; or 
 b. One (1) or two (2) teeth slightly out of occlusion; 
 8. Except for third molars, demonstrates an impacted tooth 
that: 
 a. Will not erupt into the arch without orthodontic or surgical 
intervention; and 
 b.(i) Shows a documented pathology; or 
 (ii) Poses a significant threat to the integrity of the remaining 
dentition or to the health of the patient; 
 9. Has an extreme overjet in excess of eight (8) millimeters and 
one (1) of the skeletal conditions specified in subparagraphs 1 
through 8 of this paragraph; 
 10. Has trauma or injury resulting in severe misalignment of 
the teeth or alveolar structures and does not include simple loss of 
teeth with no other affects; 
 11. Has a congenital or developmental disorder giving rise to a 
handicapping malocclusion; 
 12. Has a significant facial discrepancy requiring a combined 
orthodontic and orthognathic surgery treatment approach; or 
 13. Has developmental anodontia in which several congenitally 
missing teeth result in a handicapping malocclusion or arch 
deformation; and 
 (b) Not include: 
 1. One (1) or two (2) teeth being slightly out of occlusion; 
 2. Incisors not having fully erupted; or 
 3. A bimaxillary protrusion. 
 (10)[(8)] Coverage of comprehensive orthodontic treatment 
shall not include orthognathic surgery. 
 (11)[(9)] If comprehensive orthodontic treatment is 
discontinued prior to completion, the provider shall submit to the 
department: 
 (a) Documentation of the referral referenced in subsection 
(8)[(6)] of this section; and 
 (b) A letter detailing: 
 1. Treatment provided, including dates of service; 
 2. Current treatment status of the patient; and 
 3. Charges for the treatment provided. 
 (12)[(10)] Remaining portions of comprehensive orthodontic 
treatment may be authorized for prorated coverage upon 
compliance with the prior authorization requirements specified in 
Section 15(1), (2), and (7) of this administrative regulation if 
treatment: 
 (a) Is transferred to another provider; or 
 (b) Began prior to Medicaid eligibility. 
 
 Section 14. Adjunctive General Service Coverage Limitations. 
(1)(a) Coverage of palliative treatment for dental pain shall be 
limited to one (1) per date of service, per recipient, per provider. 
 (b) Palliative treatment for dental pain shall not be covered in 
conjunction with another service except for a radiograph. 
 (2)(a) Coverage of a hospital or ambulatory surgical center call 
or extended care facility call shall be limited to one (1) per date of 
service, per recipient, per provider. 
 (b) A hospital call, ambulatory surgical center call, or extended 
care facility call shall not be covered in conjunction with: 
 1. Limited oral evaluation; or 
 2. Comprehensive oral evaluation[; or 
 3. Treatment of dental pain]. 
 (3) Intravenous sedation shall not be covered for local 
anesthesia or nitrous oxide. 
 
 Section 15. Prior Authorization. (1)(a) The prior authorization 
requirements established in this administrative regulation shall 
apply to services for a recipient who is not enrolled with a managed 
care organization. 
 (b) A managed care organization shall not be required to apply 
the prior authorization requirements established in this 
administrative regulation for a recipient who is enrolled with the 
managed care organization. 
 (c) Prior authorization shall be required for the following: 
 1. A panoramic film for a recipient under the age of six (6) 
years; 
 2. Periodontal scaling and root planing; 
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 3. An occlusal orthotic device; 
 4. A preorthodontic treatment visit; 
 5. Removable appliance therapy; 
 6. Fixed appliance therapy; or 
 7. A comprehensive orthodontic service. 
 (2) A provider shall request prior authorization by submitting 
the following information to the department: 
 (a) A MAP[-]9, Prior Authorization for Health Services; 
 (b) Additional forms or information as specified in subsections 
(3) through (8) of this section; and 
 (c) Additional information required to establish medical 
necessity if requested by the department. 
 (3) A request for prior authorization of a panoramic film shall 
include a letter of medical necessity. 
 (4) A request for prior authorization of periodontal scaling and 
root planing shall include periodontal charting of preoperative 
pocket depths. 
 (5) A request for prior authorization of an occlusal orthotic 
device shall include a MAP 306, Temporomandibular Joint (TMJ) 
Assessment Form. 
 (6) A request for prior authorization of removable and fixed 
appliance therapy shall include: 
 (a) A MAP 396, Kentucky Medicaid Program Orthodontic 
Evaluation Form; 
 (b) Panoramic film or intraoral complete series; and 
 (c) Dental models or the digital equivalent of dental models. 
 (7) A request for prior authorization for comprehensive 
orthodontic services shall include: 
 (a) A MAP 396, Kentucky Medicaid Program Orthodontic 
Evaluation Form; 
 (b) A MAP 9A, Kentucky Medicaid Program Orthodontic 
Services Agreement; 
 (c) A cephalometric X-ray with tracing; 
 (d) A panoramic X-ray; 
 (e) Intraoral and extraoral facial frontal and profile pictures; 
 (f) An occluded and trimmed dental model or the digital 
equivalent of a model; and 
 (g) An oral surgeon's pretreatment work up notes if 
orthognathic surgery is required. 
 (8) If prior authorization for comprehensive orthodontic 
services is given following a request submitted pursuant to 
subsection (7) of this section, additional information shall be 
submitted as required in this subsection. 
 (a) After six (6) monthly visits are completed, but not later than 
twelve (12) months after the banding date of service, the provider 
shall submit: 
 1. A MAP 559, Six (6) Month Orthodontic Progress Report; and 
 2. An additional MAP 9, Prior Authorization for Health Services. 
 (b) Within three (3) months following completion of the 
comprehensive orthodontic treatment, the provider shall submit: 
 1. Beginning and final records; and 
 2. A MAP 700, Kentucky Medicaid Program Orthodontic Final 
Case Submission. 
 (9) Upon receipt and review of the materials required in 
subsection (7)(a) through (g) of this section, the department may 
request a second opinion from another provider regarding the 
proposed comprehensive orthodontic treatment. 
 (10) If a service that requires prior authorization is provided 
before the prior authorization is received, the provider shall 
assume the financial risk that the prior authorization may not be 
subsequently approved. 
 (11)(a) Prior authorization shall not be a guarantee of recipient 
eligibility. 
 (b) Eligibility verification shall be the responsibility of the 
provider. 
 (12) Upon review and determination by the department that 
removing a prior authorization requirement shall be in the best 
interest of a Medicaid recipient, the prior authorization requirement 
for a specific covered benefit shall be discontinued, at which time 
the covered benefit shall be available to all recipients without prior 
authorization, as necessary, an age limit related prior authorization 
may continue to be enforced. 
 

 Section 16. Use of Electronic Signatures. (1) The creation, 
transmission, storage, and other use of electronic signatures and 
documents shall comply with the requirements established in KRS 
369.101 to 369.120. 
 (2) A dental service provider that chooses to use electronic 
signatures shall: 
 (a) Develop and implement a written security policy that shall: 
 1. Be adhered to by each of the provider's employees, officers, 
agents, or contractors; 
 2. Identify each electronic signature for which an individual has 
access; and 
 3. Ensure that each electronic signature is created, 
transmitted, and stored in a secure fashion; 
 (b) Develop a consent form that shall: 
 1. Be completed and executed by each individual using an 
electronic signature; 
 2. Attest to the signature's authenticity; and 
 3. Include a statement indicating that the individual has been 
notified of his or her responsibility in allowing the use of the 
electronic signature; and 
 (c) Provide the department, immediately upon request, with: 
 1. A copy of the provider's electronic signature policy; 
 2. The signed consent form; and 
 3. The original filed signature. 
 
 Section 17. Auditing Authority. (1) The department or the 
managed care organization in which an enrollee is enrolled shall 
have the authority to audit any: 
 (a) Claim; 
 (b) Medical record; or 
 (c) Documentation associated with any claim or medical 
record. 
 (2) A dental record shall be considered a medical record. 
 
 Section 18. Federal Approval and Federal Financial 
Participation. The coverage provisions and requirements 
established in this administrative regulation shall be contingent 
upon: 
 (1) Receipt of federal financial participation for the coverage; 
and 
 (2) Centers for Medicare and Medicaid Services' approval of 
the coverage. 
 
 Section 19. Appeal Rights. An appeal of a department decision 
regarding a Medicaid recipient who is: 
 (1) Enrolled with a managed care organization shall be in 
accordance with 907 KAR 17:010; or 
 (2) Not enrolled with a managed care organization shall be in 
accordance with 907 KAR 1:563. 
 
 Section 20. Incorporation by Reference. (1) The following 
material is incorporated by reference: 
 (a) "MAP 9, Prior Authorization for Health Services", December 
1995; 
 (b) "MAP 9A, Kentucky Medicaid Program Orthodontic 
Services Agreement", December 1995; 
 (c) "MAP 306, Temporomandibular Joint (TMJ) Assessment 
Form", December 1995; 
 (d) "MAP 396, Kentucky Medicaid Program Orthodontic 
Evaluation Form", March 2001; 
 (e) "MAP 559, Six (6) Month Orthodontic Progress Report", 
December 1995; 
 (f) "MAP 700, Kentucky Medicaid Program Orthodontic Final 
Case Submission", December 1995; and 
 (g) "DMS Dental Fee Schedule", December 2015. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law: 
 (a) At the Department for Medicaid Services, 275 East Main 
Street, Frankfort, Kentucky 40621, Monday through Friday, 8 a.m. 
to 4:30 p.m.; or 
 (b) Online at the department's Web site located at 
https://chfs.ky.gov/agencies/dms/dpo/bpb/Pages/dental.aspx[http://
www.chfs.ky.gov/dms/incorporated.htm]. 
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 Section 21. This administrative regulation was found 
deficient by the Administrative Regulation Review 
Subcommittee on February 14, 2023. 
 
 PUBLIC HEARING AND PUBLIC COMMENT PERIOD: A 
public hearing on this administrative regulation shall, if requested, 
be held on March 27, 2023, at 9:00 a.m. using the CHFS Office of 
Legislative and Regulatory Affairs Zoom meeting room. The Zoom 
invitation will be emailed to each requestor the week prior to the 
scheduled hearing. Individuals interested in attending this virtual 
hearing shall notify this agency in writing by March 20, 2023, five 
(5) workdays prior to the hearing, of their intent to attend. If no 
notification of intent to attend the hearing is received by that date, 
the hearing may be canceled. This hearing is open to the public. 
Any person who attends virtually will be given an opportunity to 
comment on the proposed administrative regulation. A transcript of 
the public hearing will not be made unless a written request for a 
transcript is made. If you do not wish to be heard at the public 
hearing, you may submit written comments on this proposed 
administrative regulation until March 31, 2023. Send written 
notification of intent to attend the public hearing or written 
comments on the proposed administrative regulation to the contact 
person. Pursuant to KRS 13A.280(8), copies of the statement of 
consideration and, if applicable, the amended after comments 
version of the administrative regulation shall be made available 
upon request. 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(As Amended at ARRS, February 14, 2023) 

 
 907 KAR 1:038. Hearing Program coverage provisions and 
requirements. 
 
 RELATES TO: KRS 205.520, 205.622, 205.8451(9), 
334.010(4), (9), 334A.020(5), 334A.030, 42 C.F.R. 400.203, 
438.20,[,,]457.310, 42 U.S.C. 1396a, b, d, 1396r-6 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3) 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services 
has responsibility to administer the Medicaid Program. KRS 
205.520(3) authorizes the cabinet, by administrative regulation, to 
comply with any requirement that may be imposed or opportunity 
presented by federal law to qualify for federal Medicaid funds. This 
administrative regulation establishes the Medicaid Program 
provisions and requirements regarding the coverage of audiology 
services and hearing instruments. 
 
 Section 1. Definitions. 
 (1) "Audiologist" is defined by KRS 334A.020(5). 
 (2) "CPT code" means a code used for reporting procedures 
and services performed by medical practitioners and published 
annually by the American Medical Association in Current 
Procedural Terminology. 
 (3) "Department" means the Department for Medicaid Services 
or its designee. 
 (4) "Enrollee" means a recipient who is enrolled with a 
managed care organization. 
 (5) "Federal financial participation" is defined by 42 C.F.R. 
400.203. 
 (6) "Healthcare Common Procedure Coding System" or 
"HCPCS" means a collection of codes acknowledged by the 
Centers for Medicare and Medicaid Services (CMS) that 
represents procedures or items. 
 (7) "Hearing instrument" is defined by KRS 334.010(4). 

 (8) "Managed care organization" means an entity for which the 
Department for Medicaid Services has contracted to serve as a 
managed care organization as defined by 42 C.F.R. 438.2. 
 (9) "Medically necessary" or "medical necessity" means that a 
covered benefit is determined to be needed in accordance with 907 
KAR 3:130. 
 (10) "Recipient" is defined by KRS 205.8451(9). 
 (11) "Specialist in hearing instruments" is defined by KRS 
334.010(9). 
 
 Section 2. General Requirements. 
 (1)(a) For the department to reimburse for a service or item, 
the service or item shall: 
 1. Be provided: 
 a. To a recipient[: 
 (i) Under the age of twenty-one (21) years, including the month 
in which the recipient becomes twenty-one (21); or 
 (ii) For evaluation and testing services, not limited by age, by 
an audiologist, only if the recipient has received a referral from a 
physician]; and 
 b. By a provider who is: 
 (i) Enrolled in the Medicaid Program pursuant to 907 KAR 
1:672; 
 (ii) Except as provided by paragraph (b) of this subsection, 
currently participating in the Medicaid Program pursuant to 907 
KAR 1:671; and 
 (iii) Authorized to provide the service in accordance with this 
administrative regulation; 
 2. Be covered in accordance with this administrative regulation; 
 3. Be medically necessary; and 
 4. Have a CPT code or HCPCS code that is listed on the most 
current Department for Medicaid Services Hearing Program Fee 
Schedule, posted on the department Web site at: 
https://chfs.ky.gov/agencies/dms/Pages/feesrates.aspx. Any fee 
schedule posted shall comply with all relevant existing rate 
methodologies utilized by the department and established by state 
and federal law. As appropriate and relevant, the department shall 
utilize the Medicaid Physician Fee Schedule established in 907 
KAR 3:010 to inform and populate the Hearing Program Fee 
Schedule. 
 (b) In accordance with 907 KAR 17:015, Section 3(3), a 
provider of a service to an enrollee shall not be required to be 
currently participating in the fee-for-service Medicaid Program. 
 (2)(a) If a procedure is part of a comprehensive service, the 
department shall: 
 1. Not reimburse separately for the procedure; and 
 2. Reimburse one (1) payment representing reimbursement for 
the entire comprehensive service. 
 (b) A provider shall not bill the department multiple procedures 
or procedural codes if one (1) CPT code or HCPCS code is 
available to appropriately identify the comprehensive service 
provided. 
 (3) A provider shall comply with: 
 (a) 907 KAR 1:671; 
 (b) 907 KAR 1:672; and 
 (c) All applicable state and federal laws. 
 (4)(a) If a provider receives any duplicate payment or 
overpayment from the department, regardless of reason, the 
provider shall return the payment to the department. 
 (b) Failure to return a payment to the department in 
accordance with paragraph (a) of this subsection may be: 
 1. Interpreted to be fraud or abuse; and 
 2. Prosecuted in accordance with applicable federal or state 
law. 
 (c) Nonduplication of payments and third-party liability shall be 
in accordance with 907 KAR 1:005. 
 (d) A provider shall comply with KRS 205.622. 
 (5)(a) An in-state audiologist shall: 
 1. Maintain a current, unrevoked, and unsuspended license in 
accordance with KRS Chapter 334A; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; and 
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 3. Annually submit proof of the license referenced in 
subparagraph 1. of this paragraph to the department. 
 (b) An out-of-state audiologist shall: 
 1. Maintain a current, unrevoked, and unsuspended license to 
practice audiology in the state in which the audiologist is licensed; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; 
 3. Annually submit proof of the license referenced in 
subparagraph 1. of this paragraph to the department; 
 4. Maintain a Certificate of Clinical Competence issued to the 
audiologist by the American Speech-Language-Hearing 
Association; and 
 5. Before enrolling in the Kentucky Medicaid Program, submit 
proof of having a Certificate of Clinical Competence issued to the 
audiologist by the American Speech-Language-Hearing 
Association. 
 (c) If an audiologist fails to comply with paragraph (a) or (b) of 
this subsection, as applicable based on if the audiologist is in-state 
or out-of-state, the: 
 1. Audiologist shall be ineligible to be a Kentucky Medicaid 
Program provider; and 
 2. Department shall not reimburse for any service or item 
provided by the audiologist effective with the date the audiologist 
fails or failed to comply. 
 (6)(a) An in-state specialist in hearing instruments shall: 
 1. Maintain a current, unrevoked, and unsuspended license 
issued by the Kentucky Licensing Board for Specialists in Hearing 
Instruments; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; 
 3. Annually submit proof of the license referenced in 
subparagraph 1. of this paragraph to the department; 
 4. Maintain a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association; and 
 5. Before enrolling in the Kentucky Medicaid Program, submit 
proof of having a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association. 
 (b) An out-of-state specialist in hearing instruments shall: 
 1. Maintain a current, unrevoked, and unsuspended license 
issued by the licensing board with jurisdiction over specialists in 
hearing instruments in the state in which the license is held; 
 2. Before initially enrolling in the Kentucky Medicaid Program, 
submit proof of the license referenced in subparagraph 1. of this 
paragraph to the department; 
 3. Annually submit proof of the license referenced in 
subparagraph 1 of this paragraph to the department; 
 4. Maintain a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association; and 
 5. Before enrolling in the Kentucky Medicaid Program, submit 
proof of having a Certificate of Clinical Competence issued to the 
specialist in hearing instruments by the American Speech-
Language-Hearing Association. 
 (c) If a specialist in hearing instruments fails to comply with 
paragraph (a) or (b) of this subsection, as applicable based on if 
the specialist in hearing instruments is in-state or out-of-state, the: 
 1. Specialist in hearing instruments shall be ineligible to be a 
Kentucky Medicaid Program provider; and 
 2. Department shall not reimburse for any service or item 
provided by the specialist in hearing instruments effective with the 
date the specialist in hearing instruments fails or failed to comply. 
 
 Section 3. Audiology Services. 
 (1) Audiology service coverage shall be limited to one (1) 
complete hearing evaluation per calendar year. 
 (2) Unless a recipient's health care provider demonstrates, and 
the department agrees, that an additional hearing instrument 
evaluation is medically necessary, a hearing instrument evaluation 
shall: 

 (a) Include three (3) follow-up visits, which shall be: 
 1. Within the six (6) month period immediately following the 
fitting of a hearing instrument; and 
 2. Related to the proper fit and adjustment of the hearing 
instrument; and 
 (b) Include one (1) additional follow-up visit, which shall be: 
 1. At least six (6) months following the fitting of the hearing 
instrument; and 
 2. Related to the proper fit and adjustment of the hearing 
instrument. 
 (3)(a) A referral by a physician to an audiologist shall be 
required for an audiology service. 
 (b) The department shall not cover an audiology service if a 
referral from a physician to the audiologist was not made. 
 (c) An office visit with a physician shall not be required prior to 
the referral to the audiologist for the audiology service. 
 
 Section 4. Hearing Instrument Coverage. Hearing instrument 
benefit coverage shall: 
 (1) If the benefit is a hearing instrument model, be for a hearing 
instrument model that is: 
 (a) Recommended by an audiologist licensed pursuant to KRS 
334A.030; and 
 (b) Available through a Medicaid-participating specialist in 
hearing instruments; and 
 (2) Except as provided by Section 5(3) of this administrative 
regulation, not exceed $800 per ear every thirty-six (36) months. 
 
 Section 5. Replacement of a Hearing Instrument. 
 (1) The department shall reimburse for the replacement of a 
hearing instrument if: 
 (a) A loss of the hearing instrument necessitates replacement; 
 (b) Extensive damage has occurred necessitating replacement; 
or 
 (c) A medical condition necessitates the replacement of the 
previously prescribed hearing instrument in order to accommodate 
a change in hearing loss. 
 (2) If replacement of a hearing instrument is necessary within 
twelve (12) months of the original fitting, the replacement hearing 
instrument shall be fitted upon the signed and dated 
recommendation from an audiologist. 
 (3) If replacement of a hearing instrument becomes necessary 
beyond twelve (12) months from the original fitting: 
 (a) The recipient shall be examined by a physician with a 
referral to an audiologist; and 
 (b) The recipient's hearing loss shall be re-evaluated by an 
audiologist. 
 
 Section 6. Noncovered Services. The department shall not 
reimburse for: 
 (1) A routine screening of an individual or group of individuals 
for identification of a hearing problem; 
 (2) Hearing therapy except as covered through the six (6) 
month adjustment counseling following the fitting of a hearing 
instrument; 
 (3) Lip reading instructions except as covered through the six 
(6) month adjustment counseling following the fitting of a hearing 
instrument; 
 (4) A service for which the recipient has no obligation to pay 
and for which no other person has a legal obligation to provide or 
to make payment; 
 (5) A telephone call; 
 (6) A service associated with investigational research; or 
 (7) A replacement of a hearing instrument for the purpose of 
incorporating a recent improvement or innovation unless the 
replacement results in appreciable improvement in the recipient's 
hearing ability as determined by an audiologist. 
 
 Section 7. Equipment. 
 (1) Equipment used in the performance of a test shall meet the 
current standards and specifications established by the American 
National Standards Institute. 
 (2)(a) A provider shall ensure that any audiometer used by the 



VOLUME 49, NUMBER 8ï MARCH 1, 2023 
 

 
1781 

provider or provider's staff shall: 
 1. Be checked at least once per year to ensure proper 
functioning; and 
 2. Function properly. 
 (b) A provider shall: 
 1. Maintain proof of calibration and any repair, if any repair 
occurs; and 
 2. Make the proof of calibration and repair, if any repair occurs, 
available for departmental review upon the department's request. 
 
 Section 8. Federal Approval and Federal Financial 
Participation. The department's coverage of services pursuant to 
this administrative regulation shall be contingent upon: 
 (1) Receipt of federal financial participation for the coverage; 
and 
 (2) Centers for Medicare and Medicaid Services' approval for 
the coverage. 
 
 Section 9. Appeal Rights. An appeal of a negative action 
regarding a Medicaid recipient who is: 
 (1) Enrolled with a managed care organization shall be in 
accordance with 907 KAR 17:010; or 
 (2) Not enrolled with a managed care organization shall be in 
accordance with 907 KAR 1:563. 
 
 Section 10. This administrative regulation was found 
deficient by the Administrative Regulation Review 
Subcommittee on February 14, 2023. 
 
 PUBLIC HEARING AND PUBLIC COMMENT PERIOD: A public 
hearing on this administrative regulation shall, if requested, be held 
on March 27, 2023, at 9:00 a.m. using the CHFS Office of Legislative 
and Regulatory Affairs Zoom meeting room. The Zoom invitation will 
be emailed to each requestor the week prior to the scheduled 
hearing. Individuals interested in attending this virtual hearing shall 
notify this agency in writing by March 20, 2023, five (5) workdays 
prior to the hearing, of their intent to attend. If no notification of intent 
to attend the hearing is received by that date, the hearing may be 
canceled. This hearing is open to the public. Any person who attends 
virtually will be given an opportunity to comment on the proposed 
administrative regulation. A transcript of the public hearing will not be 
made unless a written request for a transcript is made. If you do not 
wish to be heard at the public hearing, you may submit written 
comments on this proposed administrative regulation until March 31, 
2023. Send written notification of intent to attend the public hearing 
or written comments on the proposed administrative regulation to the 
contact person. Pursuant to KRS 13A.280(8), copies of the 
statement of consideration and, if applicable, the amended after 
comments version of the administrative regulation shall be made 
available upon request. 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-7091; 
email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(As Amended at ARRS, February 14, 2023) 

 
 907 KAR 1:632. Vision program coverage provisions and 
requirements. 
 
 RELATES TO: KRS 205.520, 205.622, 205.8451(7), (9), 
Chapter 320, Chapter 326, 326.030, 326.040, 369.101 to 369.120, 
42 C.F.R. 400.203, 431.17, 438.2, 440.40, 440.60, 447 Subpart B, 
[42 U.S.C. 1396a-d,] 45 C.F.R. 147.126, Parts 160 and 164, 
164.306, 164.316, 42 U.S.C. 1320d to 1320d-8, 1396a-d 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3), 42 C.F.R. 441.30, 42 C.F.R. 441.56(c)(1) 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services 

has responsibility to administer the Medicaid Program. KRS 
205.520(3) authorizes the cabinet, by administrative regulation, to 
comply with any requirement that may be imposed, or opportunity 
presented, by federal law to qualify for federal Medicaid funds. This 
administrative regulation establishes the Kentucky Medicaid 
Program provisions and requirements regarding the coverage of 
vision services. 
 
 Section 1. Definitions. 
 (1) "Current procedural terminology code" or "CPT code" 
means a code used for reporting procedures and services 
performed by medical practitioners and published annually by the 
American Medical Association in Current Procedural Terminology. 
 (2) "Department" means the Department for Medicaid 
Services[Servicers] or its designee. 
 (3) "Enrollee" means a recipient who is enrolled with a 
managed care organization. 
 (4) "Federal financial participation" is defined by 42 C.F.R. 
400.203. 
 (5) "Healthcare Common Procedure Coding System" or 
"HCPCS" means a collection of codes acknowledged by the 
Centers for Medicare and Medicaid Services (CMS) that 
represents procedures or items. 
 (6) "Managed care organization" means an entity for which the 
Department for Medicaid Services has contracted to serve as a 
managed care organization as defined in 42 C.F.R. 438.2. 
 (7) "Medicaid basis" means a scenario in which: 
 (a) A provider provides a service to a recipient as a Medicaid-
participating provider in accordance with: 
 1. 907 KAR 1:671; and 
 2. 907 KAR 1:672; 
 (b) The Medicaid Program is the payer for the service; and 
 (c) The recipient is not liable for payment to the provider for the 
service other than any cost sharing obligation owed by the 
recipient to the provider. 
 (8) "Medically necessary" or "medical necessity" means that a 
covered benefit is determined to be needed in accordance with 907 
KAR 3:130. 
 (9) "Ophthalmic dispenser" means an individual who is 
qualified to engage in the practice of ophthalmic dispensing in 
accordance with KRS 326.030 or 326.040. 
 (10) "Optometrist" means an individual who is licensed as an 
optometrist in accordance with KRS Chapter 320. 
 (11) "Provider" is defined by KRS 205.8451(7). 
 (12) "Recipient" is defined by KRS 205.8451(9). 
 
 Section 2. General Requirements and Conditions of 
Participation. 
 (1)(a) For the department to reimburse for a vision service or 
item, the service or item shall be: 
 1. Provided: 
 a. To a recipient; and 
 b. By a provider who is: 
 (i) Enrolled in the Medicaid Program pursuant to 907 KAR 
1:672; 
 (ii) Except as provided in paragraph (b) of this subsection, 
currently participating in the Medicaid Program pursuant to 907 
KAR 1:671; and 
 (iii) Authorized by this administrative regulation to provide the 
given service or item; 
 2. Covered in accordance with this administrative regulation; 
 3. Medically necessary; 
 4. A service or item authorized within the scope of the 
provider's licensure; and 
 5. A service or item listed on the Department for Medicaid 
Services Vision Program Fee Schedule. 
 (b) In accordance with 907 KAR 17:015, Section 3(3), a 
provider of a service to an enrollee shall not be required to be 
currently participating in the fee-for-service Medicaid Program. 
 (2)(a) To be recognized as an authorized provider of vision 
services, an optometrist shall: 
 1. Be licensed by the: 
 a. Kentucky Board of Optometric Examiners; or 
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 b. Optometric examiner board in the state in which the 
optometrist practices if the optometrist practices in a state other 
than Kentucky; 
 2. Submit to the department proof of licensure upon initial 
enrollment in the Kentucky Medicaid Program; and 
 3. Annually submit to the department proof of licensure 
renewal including the expiration date of the license and the 
effective date of renewal. 
 (b)1. To be recognized as an authorized provider of vision 
services, an in-state optician shall: 
 a. Hold a current license in Kentucky as an ophthalmic 
dispenser; 
 b. Comply with the requirements established in KRS Chapter 
326; 
 c. Submit to the department proof of licensure upon initial 
enrollment in the Kentucky Medicaid Program; and 
 d. Annually submit to the department proof of licensure 
renewal including the expiration date of the license and the 
effective date of renewal. 
 2. To be recognized as an authorized provider of vision 
services, an out-of-state optician shall: 
 a. Hold a current license in the state in which the optician 
practices as an ophthalmic dispenser; 
 b. Submit to the department proof of licensure upon initial 
enrollment in the Kentucky Medicaid Program; and 
 c. Annually submit to the department proof of licensure renewal 
including the expiration date of the license and the effective date of 
renewal. 
 (c) A physician shall be an authorized provider of vision 
services. 
 (3) A provider shall comply with: 
 (a) 907 KAR 1:671; 
 (b) 907 KAR 1:672; 
 (c) All applicable state and federal laws; and 
 (d) The confidentiality of personal records pursuant to 42 
U.S.C. 1320d to 1320d-8 and 45 C.F.R. Parts 160 and 164. 
 (4)(a) A provider shall: 
 1. Have the freedom to choose whether to provide services to 
a recipient; and 
 2. Notify the recipient referenced in paragraph (b) of this 
subsection of the provider's decision to accept or not accept the 
recipient on a Medicaid basis prior to providing any services to the 
recipient. 
 (b) A provider may provide a service to a recipient on a non-
Medicaid basis: 
 1. If the recipient agrees to receive the service on a non-
Medicaid basis; and 
 2. Whether or not the: 
 a. Provider is a Medicaid-participating provider; or 
 b. Service is a Medicaid-covered service. 
 
 Section 3. Vision Service Coverage. 
 (1) Vision service coverage shall be limited to a service listed 
with a CPT code or item with an HCPCS code on the Department 
for Medicaid Services Vision Program Fee Schedule. 
 (2) Vision service limits shall be as established on the 
Department for Medicaid Services Vision Program Fee Schedule. 
 
 Section 4. Coverage of Eyeglasses and Frames. 
 (1) To be eligible for eyeglasses covered by the department, a 
recipient shall[: 
 (a) Be under the age of twenty-one (21) years, including the 
month in which the recipient becomes twenty-one (21) years of 
age; and 
 (b)] have a diagnosed visual condition that: 
 (a)[1.] Requires the use of eyeglasses; 
 (b)[2.] Is within one (1) of the following categories: 
 1.[a.] Amblyopia; 
 2.[b.] Post surgical eye condition; 
 3.[c.] Diminished or subnormal vision; or 
 4.[d.] Other diagnosis which indicates the need for eyeglasses; 
and 
 (c)[3.] Requires a prescription correction in the stronger lens no 

weaker than: 
 1.[a.] +0.50, 0.50 sphere +0.50, or 0.50 cylinder; 
 2.[b.] 0.50 diopter of vertical prism; or 
 3.[c.] A total of two (2) diopter of lateral prism. 
 (2) Provisions regarding any limit on the number of eyeglasses 
covered shall be as established in 907 KAR 1:631. 
 (3) For the department to cover: 
 (a) A frame, the frame shall be: 
 1. First quality; 
 2. Free of defects; and 
 3. Have a warranty of at least one (1) year; or 
 (b) A lens, the lens shall be: 
 1. First quality; 
 2. Free of defects; 
 3. Meet the United States Food and Drug Administration's 
impact resistance standards; and 
 4. Polycarbonate and scratch coated. 
 (4) The dispensing of eyeglasses shall include: 
 (a) Single vision prescriptions; 
 (b) Bi-focal vision prescriptions; 
 (c) Multi-focal vision prescriptions; 
 (d) Services to frames; or 
 (e) Delivery of the completed eyeglasses which shall include: 
 1. Instructions in the use and care of the eyeglasses; and 
 2. Any adjustment, minor or otherwise, for a period of one (1) 
year. 
 (5) A provider shall be responsible, at no additional cost to the 
department or the recipient, for: 
 (a) An inaccurately filled prescription; 
 (b) Defective material; or 
 (c) An improperly fitted frame. 
 
 Section 5. Contact Lenses, Tint, and Plano Safety Glasses. 
 (1) The department shall not reimburse for contact lenses 
substituted for eyeglasses unless: 
 (a) The corrected acuity in a recipient's stronger eye is twenty 
(20)/fifty (50) and shall be improved with the use of contact lenses; 
 (b) The visual prescription is of + 8.00 diopter or greater; or 
 (c) The recipient's diagnosis is 4.00 diopter anisometropia. 
 (2) The department shall not reimburse for tint unless the 
prescription specifically indicates a diagnosis of photophobia. 
 (3) The department shall not reimburse for plano safety 
glasses unless the glasses are medically indicated for the 
recipient. 
 
 Section 6. Noncovered Services or Items. The department 
shall not reimburse for: 
 (1) Tinting if not medically necessary; 
 (2) Photochromics if not medically necessary; 
 (3) Anti-reflective coatings if not medically necessary; 
 (4) Other lens options which are not medically necessary; 
 (5) Low vision services; 
 (6) A press-on prism; or 
 (7) A service with a CPT code or item with an HCPCS code 
that is not listed on the Department for Medicaid Services Vision 
Program Fee Schedule. 
 
 Section 7. Required Provider Documentation. 
 (1)(a) In accordance with 42 C.F.R. 431.17, a provider shall 
maintain medical records of a service provided to a recipient for the 
period of time currently required by the United States Health and 
Human Services Secretary unless the department requires a 
retention period, pursuant to 907 KAR 1:671, longer than the 
period required by the United States Health and Human Services 
Secretary. 
 (b) If, pursuant to 907 KAR 1:671, the department requires a 
medical record retention period longer than the period required by 
the United States Health and Human Services Secretary, the 
medical record retention period established in 907 KAR 1:671 shall 
be the minimum record retention period. 
 (c) A provider shall maintain medical records of a service 
provided to a recipient in accordance with: 
 1. 45 C.F.R. 164.316; and 
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 2. 45 C.F.R. 164.306. 
 (2) A provider shall maintain the following documentation in a 
recipient's medical record: 
 (a) Any covered service or covered item provided to the 
recipient; 
 (b) For each covered service or covered item provided to the 
recipient: 
 1. A signature by the individual who provided the service or 
item signed on the date the service or item was provided; 
 2. The date that the service or item was provided; and 
 3. Demonstration that the covered service or covered item was 
provided to the recipient; 
 (c) The diagnostic condition necessitating the service or item; 
and 
 (d) The medical necessity as substantiated by an appropriate 
medical order. 
 
 Section 8. No Duplication of Service. (1) The department shall 
not reimburse for a service provided to a recipient by more than 
one (1) provider of any program in which the service is covered 
during the same time period. 
 (2) For example, if a recipient is receiving a speech-language 
pathology service from a speech-language pathologist enrolled 
with the Medicaid Program, the department shall not reimburse for 
the same service provided to the same recipient during the same 
time period via the physician services program. 
 
 Section 9. Third Party Liability. A provider shall comply with 
KRS 205.622. 
 
 Section 10. Auditing Authority. The department shall have the 
authority to audit any claim, medical record, or documentation 
associated with the claim or medical record. 
 
 Section 11. Use of Electronic Signatures. 
 (1) The creation, transmission, storage, and other use of 
electronic signatures and documents shall comply with the 
requirements established in KRS 369.101 to 369.120. 
 (2) A provider that chooses to use electronic signatures shall: 
 (a) Develop and implement a written security policy that shall: 
 1. Be adhered to by each of the provider's employees, officers, 
agents, or contractors; 
 2. Identify each electronic signature for which an individual has 
access; and 
 3. Ensure that each electronic signature is created, 
transmitted, and stored in a secure fashion; 
 (b) Develop a consent form that shall: 
 1. Be completed and executed by each individual using an 
electronic signature; 
 2. Attest to the signature's authenticity; and 
 3. Include a statement indicating that the individual has been 
notified of his or her responsibility in allowing the use of the 
electronic signature; and 
 (c) Provide the department, immediately upon request, with: 
 1. A copy of the provider's electronic signature policy; 
 2. The signed consent form; and 
 3. The original filed signature. 
 
 Section 12. Federal Approval and Federal Financial 
Participation. The department's coverage of services pursuant to 
this administrative regulation shall be contingent upon: 
 (1) Receipt of federal financial participation for the coverage; 
and 
 (2) Centers for Medicare and Medicaid Services' approval for 
the coverage. 
 
 Section 13. Appeal Rights. An appeal of a department decision 
regarding a Medicaid recipient who is: 
 (1) Enrolled with a managed care organization shall be in 
accordance with 907 KAR 17:010; or 
 (2) Not enrolled with a managed care organization shall be in 
accordance with 907 KAR 1:563. 
 

 Section 14. Incorporation by Reference. 
 (1) "Department for Medicaid Services Vision Program Fee 
Schedule", May 13, 2014, is incorporated by reference. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Department for Medicaid 
Services, 275 East Main Street, Frankfort, Kentucky, Monday 
through Friday, 8 a.m. to 4:30 p.m. or online at the department's 
Web site at 
https://www.chfs.ky.gov/agencies/dms/Pages/feesrates.aspx[http://
www.chfs.ky.gov/dms/incorporated.htm]. 
 
 Section 15. This administrative regulation was found 
deficient by the Administrative Regulation Review 
Subcommittee on February 14, 2023. 
 
 PUBLIC HEARING AND PUBLIC COMMENT PERIOD: A 
public hearing on this administrative regulation shall, if requested, 
be held on March 27, 2023, at 9:00 a.m. using the CHFS Office of 
Legislative and Regulatory Affairs Zoom meeting room. The Zoom 
invitation will be emailed to each requestor the week prior to the 
scheduled hearing. Individuals interested in attending this virtual 
hearing shall notify this agency in writing by March 20, 2023, five 
(5) workdays prior to the hearing, of their intent to attend. If no 
notification of intent to attend the hearing is received by that date, 
the hearing may be canceled. This hearing is open to the public. 
Any person who attends virtually will be given an opportunity to 
comment on the proposed administrative regulation. A transcript of 
the public hearing will not be made unless a written request for a 
transcript is made. If you do not wish to be heard at the public 
hearing, you may submit written comments on this proposed 
administrative regulation until March 31, 2023. Send written 
notification of intent to attend the public hearing or written 
comments on the proposed administrative regulation to the contact 
person. Pursuant to KRS 13A.280(8), copies of the statement of 
consideration and, if applicable, the amended after comments 
version of the administrative regulation shall be made available 
upon request. 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 
Division of Policy and Operations 

(As Amended at ARRS, February 14, 2023) 
 
 907 KAR 1:680. Vaccines for Children Program. 
 
 RELATES TO: KRS 205.520, 42 U.S.C. 1396s 
 STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 
205.520(3), 42 U.S.C. 1396a, b, d, s[, 2004-726] 
 NECESSITY, FUNCTION, AND CONFORMITY: [EO 2004-
726, effective July 9, 2004, reorganized the Cabinet for Health 
Services and placed the Department for Medicaid Services and the 
Medicaid Program under the Cabinet for Health and Family 
Services. ]The Cabinet for Health and Family Services has 
responsibility to administer the Medicaid Program. KRS 205.520(3) 
authorizes the cabinet by administrative regulation, to comply with 
any requirement that may be imposed or opportunity presented by 
federal law for the provision of medical assistance to Kentucky's 
indigent citizenry. This administrative regulation establishes the 
provisions relating to vaccines provided through the Vaccines for 
Children Program. 
 
 Section 1. Definitions. (1) "Immunization" means an inoculation 
against a vaccine preventable disease. 
 (2) "Program registered provider" means a health care provider 
that is: 
 (a) Licensed or otherwise authorized for administration of 
pediatric vaccines; and 
 (b) Enrolled in the Vaccines for Children Program. 
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 (3) "Recipient" means a person age eighteen (18) or under 
who has been determined eligible to receive benefits under the 
Medicaid program or Kentucky Childrenôs Health Insurance 
Program (KCHIP)[stateôs Title XIX or Title XXI program] in 
accordance with Title 907 KAR[ Chapters 1 through 4]. 
 (4) "Vaccines for Children Program" means the program for 
distribution of pediatric vaccines administered by the Department 
for Public Health and described in 42 U.S.C. 1396s. 
 
 Section 2. Obtaining Vaccines. (1) A program registered 
provider may[shall] obtain a vaccine for the administration of a 
childhood immunization to an eligible recipient from the Vaccines 
for Children Program. 
 (2) [The Medicaid Program shall not make payment to a 
provider for the cost of a vaccine available through the Vaccines 
for Children Program. 
 (3)] A fee for administering a vaccine obtained through the 
Vaccines for Children Program may be paid by the department 
through the appropriate provider program. 
 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Medicaid Services 

Division of Health Care Policy 
(As Amended at ARRS, February 14, 2023) 

 
 907 KAR 20:050. Presumptive eligibility. 
 
 RELATES TO: KRS 205.520(3), 205.5375[205.5375(7)], 
205.592, 45 C.F.R. 164, 42 U.S.C. 1396a(a)(47), r-1, 42 U.S.C. 
9902 
 STATUTORY AUTHORITY: KRS 194A.030(3), 194A.050(1), 
205.520(3), 205.5375(7) 
 NECESSITY, FUNCTION, AND CONFORMITY: The Cabinet 
for Health and Family Services, Department for Medicaid Services, 
has responsibility to administer the Medicaid Program. KRS 
205.520(3) authorizes the secretary to promulgate 
administrative regulations necessary to qualify for federal 
funds by compliance with any requirement that may be 
imposed or opportunity that may be presented by federal law. 
KRS 205.5375(7) requires the department to promulgate 
administrative regulations in accordance with KRS Chapter 
13A that are necessary to administer this statute, including a 
thorough presumptive eligibility application form to be used 
by qualified hospitals when making presumptive eligibility 
determinations using information provided and attested to by 
an individual.[KRS 205.520(3) authorizes the cabinet, by 
administrative regulation, to comply with any requirement that 
may be imposed, or opportunity presented, by federal law to 
qualify for federal Medicaid funds. KRS 205.592 establishes 
Medicaid eligibility requirements for pregnant women and 
children up to age one (1).] This administrative regulation 
establishes requirements for the determination of presumptive 
eligibility and the provision of services to individuals deemed 
presumptively eligible for Medicaid-covered services. 
 
 Section 1. Providers Eligible to Grant Presumptive Eligibility. 
(1) A determination of presumptive eligibility regarding: 
 (a) A pregnant woman shall be made by a qualified provider 
who is: 
 1. A family or general practitioner; 
 2. A pediatrician; 
 3. An internist; 
 4. An obstetrician or gynecologist; 
 5. A physician assistant; 
 6. A certified nurse midwife; 
 7. An advanced practice registered nurse; 
 8. A federally-qualified health care center; 

 9. A primary care center; 
 10. A rural health clinic; or 
 11. A local health department; or 
 (b) An individual whose income standard for Medicaid eligibility 
purposes is a modified adjusted gross income shall be made by an 
inpatient hospital participating in the Medicaid Program. 
 (2) An individual whose Medicaid eligibility is determined using 
the modified adjusted gross income as an income standard shall 
be an individual identified in 907 KAR 20:100 as having a modified 
adjusted gross income as the Medicaid income eligibility standard. 
 
 Section 2. Provider Responsibilities. (1) A qualified provider 
who determines that an individual is presumptively eligible for 
Medicaid based on criteria established in Section 3 of this 
administrative regulation shall: 
 (a) Complete the paper or electronic application approved by 
the department pursuant to Section 8 of this administrative 
regulation; 
 (b) Enter the data into the departmentôs Integrated Eligibility 
and Enrollment System (IEES) self-service portal for a real-time 
eligibility determination; 
 (c)1. [Notify the department and obtain an authorization 
number; 
 (b)] Inform the individual at the time the determination is made 
that the individual is required to make an application for Medicaid 
benefits through the individualôs local DCBS office or via the IEES 
self-service portal; and 
 2. Inform the individual of any other requirements pursuant to 
KRS 205.5375(2)(b); 
 (d)[(c)] Inform the individual of the location of the individualôs 
local DCBS office; 
 (e)[(d)] Issue presumptive eligibility identification to the 
presumed eligible individual;[ and] 
 (f)[(e)] Maintain a record of the presumptive eligibility screening 
for each applicant for at least five (5) years; and 
 (g) Complete and securely submit the form described in 
Section 8(3) of this administrative regulation to the department or 
the departmentôs designee. 
 (2) If an individual is determined not to be presumptively 
eligible, the qualified provider shall inform the individual of the 
following in writing: 
 (a) The reason for the determination; 
 (b) That the individual may file an application for Medicaid if the 
individual wishes to have a formal determination made; and 
 (c) The location of the individualôs local DCBS office. 
 (3) A qualified provider shall, as appropriate, assist the patient 
with a full Medicaid application pursuant to KRS 205.5375(2)(e). 
 
 Section 3. Eligibility Criteria. Presumptive eligibility shall be 
granted to: 
 (1) A woman if she: 
 (a) Is pregnant; 
 (b) Is a Kentucky resident; 
 (c) Does not have income exceeding 218[195] percent of the 
federal poverty level established annually by the United States 
Department of Health and Human Services pursuant to 42 U.S.C. 
9902(2) and as consistent with 907 KAR 4:030; 
 (d) Does not currently have a pending Medicaid application on 
file with the DCBS; 
 (e) Is not currently enrolled in Medicaid; 
 (f) Has not been previously granted presumptive eligibility for 
the current pregnancy; and 
 (g) Is not an inmate of a public institution, except as 
established in 907 KAR 20:005, Section 7(2); or 
 (2) An individual whose Medicaid income eligibility standard is 
a modified adjusted gross income if the individual: 
 (a) Is a Kentucky resident; 
 (b) Does not have income exceeding: 
 1. 133 percent of the federal poverty level established annually 
by the United States Department of Health and Human Services 
pursuant to 42 U.S.C. 9902(2); or 
 2. 218[150] percent of the federal poverty level established 
annually by the United States Department of Health and Human 
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Services pursuant to 42 U.S.C. 9902(2), if the individual is a 
targeted low-income child, as consistent with 907 KAR 4:020; 
 (c) Does not currently have a pending Medicaid application on 
file with the DCBS; 
 (d) Is not currently enrolled in Medicaid; and 
 (e) Is not an inmate of a public institution except as established 
in 907 KAR 20:005, Section 7(2). 
 
 Section 4. Presumptive Eligibility Period. (1) Presumptive 
eligibility for an individual shall begin on the date on which a 
qualified provider[: 
 (a)] determines that the individual is presumptively eligible 
based on the criteria specified in Section 3 of this administrative 
regulation[ if the qualified provider obtains an authorization number 
from the department on: 
 1. That day; or 
 2. If the department is closed, the next business day the 
department is open; or 
 (b) Obtains an authorization number from the department if it is 
not the day specified in paragraph (a) of this subsection]. 
 (2) The presumptive eligibility period shall end on: 
 (a) The day preceding the date the presumptively-eligible 
individual is granted full eligibility in the Medicaid Program by the 
DCBS; or 
 (b) The last day of the month following the month in which a 
qualified provider made the presumptive eligibility determination if 
the presumed eligible individual: 
 1. Does not apply for the full Medicaid benefit package; or 
 2. Applies for and is found ineligible for the full Medicaid benefit 
package. 
 (3) To illustrate the presumptive eligibility period, if an 
individual became presumptively eligible on July 7, 2014, the 
individual shall remain presumptively eligible through August 31, 
2014. 
 (4) For a woman who gains presumptive eligibility by being 
pregnant, only one (1) presumptive eligibility period shall be 
granted for each episode of pregnancy. 
 
 Section 5. Covered Services. (1)(a) Payment for a covered 
service provided to a presumptively-eligible individual shall be in 
accordance with the current Medicaid reimbursement policy for the 
service unless the service is provided to an individual who is 
enrolled with a managed care organization. 
 (b) A managed care organization: 
 1. Shall not be required to reimburse in the same manner or 
amount as the department reimburses for a Medicaid-covered 
service provided to a presumptively eligible individual; or 
 2. May elect to reimburse in the same manner or amount as 
the department reimburses for a Medicaid-covered service 
provided to a presumptively eligible individual. 
 (2) Covered services for a presumptively-eligible: 
 (a) Pregnant woman shall be limited to ambulatory prenatal 
care services delivered in an outpatient setting and shall include: 
 1. Services furnished by a primary care provider, including: 
 a. A family or general practitioner; 
 b. A pediatrician; 
 c. An internist; 
 d. An obstetrician or gynecologist; 
 e. A physician assistant; 
 f. A certified nurse midwife; or 
 g. An advanced practice registered nurse; 
 2. Laboratory services provided in accordance with 907 KAR 
10:014 and 907 KAR 1:028; 
 3. Radiological services provided in accordance with 907 KAR 
10:014 and 907 KAR 1:028; 
 4. Dental services provided in accordance with 907 KAR 1:026; 
 5. Emergency room services provided in accordance with 907 
KAR 10:014; 
 6. Emergency and nonemergency transportation provided in 
accordance with 907 KAR 1:060; 
 7. Pharmacy services provided in accordance with 907 KAR 
23:010; 
 8. Services delivered by rural health clinics provided in 

accordance with 907 KAR 1:082; 
 9. Services delivered by primary care centers, federally-
qualified health centers, and federally-qualified health center look-
alikes provided in accordance with 907 KAR 1:054; or 
 10. Primary care services delivered by local health 
departments provided in accordance with 907 KAR 1:360; or 
 (b) Individual who is not a pregnant woman shall include: 
 1. Services furnished by a primary care provider, including: 
 a. A family or general practitioner; 
 b. A pediatrician; 
 c. An internist; 
 d. An obstetrician or gynecologist; 
 e. A physician assistant; 
 f. A certified nurse midwife; or 
 g. An advanced practice registered nurse; 
 2. Laboratory services provided in accordance with 907 KAR 
10:014 and 907 KAR 1:028; 
 3. Radiological services provided in accordance with 907 KAR 
10:014 and 907 KAR 1:028; 
 4. Dental services provided in accordance with 907 KAR 1:026; 
 5. Emergency room services provided in accordance with 907 
KAR 10:014; 
 6. Emergency and nonemergency transportation provided in 
accordance with 907 KAR 1:060; 
 7. Pharmacy services provided in accordance with 907 KAR 
23:010; 
 8. Services delivered by rural health clinics provided in 
accordance with 907 KAR 1:082; 
 9. Services delivered by primary care centers, federally-
qualified health centers, and federally-qualified health center look-
alikes provided in accordance with 907 KAR 1:054; 
 10. Primary care services delivered by local health 
departments provided in accordance with 907 KAR 1:360; or 
 11. Inpatient or outpatient hospital services provided by a 
hospital. 
 
 Section 6. Appeal Rights. (1) The appeal rights of the Medicaid 
Program shall not apply if an individual is: 
 (a) Determined not to be presumptively eligible; or 
 (b) Determined to be presumptively eligible but fails to file an 
application for Medicaid with the DCBS before the individualôs 
presumptive eligibility ends and therefore loses presumptive 
eligibility at the end of the presumptive eligibility period[is 
determined to be ineligible for Medicaid benefits]. 
 (2) The appeal rights of the Medicaid Program shall apply if an 
individual is: 
 (a) Determined to be presumptively eligible; and 
 (b) Files an application with the DCBS but is determined 
ineligible for Medicaid benefits. 
 (3) Except as specified in subsection (1) of this section, an 
appeal of a negative action taken by the department regarding a 
Medicaid recipient shall be in accordance with: 
 (a) 907 KAR 1:563 if the individual is: 
 1. Not enrolled with a managed care organization; or 
 2. Enrolled with a managed care organization and the 
individual has exhausted the MCO internal appeal process in 
accordance with 907 KAR 17:010 and requests an appeal of an 
adverse decision by the MCO; or 
 (b) 907 KAR 17:010 if the individual is enrolled with a managed 
care organization. 
 (4) Except as specified in subsection (1) of this section, an 
appeal of a negative action taken by the department regarding 
Medicaid eligibility of an individual shall be in accordance with 907 
KAR 1:560. 
 (5) An appeal of a negative action regarding a Medicaid 
provider shall be in accordance with 907 KAR 1:671. 
 
 Section 7. Quality Assurance and Utilization Review. 
 (1) The cabinet shall evaluate, on a continuing basis, access, 
continuity of care, health outcomes, and services arranged or 
provided by a Medicaid provider to a presumptively eligible 
individual in accordance with accepted standards of practice for 
medical service. 
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 (2) A hospitalôs determination that an individual does not meet 
criteria for presumptive eligibility shall be consistent with KRS 
205.5375 and Section 2 of this administrative regulation. 
 
 Section 8. Department Established Training and Presumptive 
Eligibility Form. 
 (1)(a) As required by KRS 205.5375, and in collaboration with 
the Kentucky Hospital Association and each academic medical 
center, the department shall institute and conduct a training at least 
once every twelve (12) months that addresses current state and 
federal laws related to presumptive eligibility for all qualified 
hospitals. 
 (b) The training may include a component that demonstrates 
and clarifies use of the most current presumptive eligibility 
application form that is designated by the department for use by 
the qualified hospitals. 
 (c)1. The training required pursuant to this subsection shall be 
available in an on-demand format for review by all interested 
qualified hospital staff. 
 2. At the request of the department, the Kentucky Hospital 
Association, or any of the academic medical centers the training 
may also be conducted virtually or in-person. 
 3. The most current on-demand version of the training shall be 
hosted on the departmentôs Web site at: 
 a. https://chfs.ky.gov/agencies/dms/Pages/training.aspx; or 
 b. 
http://www.kymmis.com/kymmis/provider%20relations/Presu
mptiveEligibility.aspx. 
 (2) The department, in consultation with the Kentucky Hospital 
Association and any academic medical center, shall establish a 
comprehensive and thorough presumptive eligibility application 
form for use by each qualified hospital when making presumptive 
eligibility determinations. 
 (a) The form shall be: 
 1. Updated within thirty (30) days of a relevant or substantial 
change in applicable state and federal law relating to presumptive 
eligibility; 
 2. A current and comprehensive document that assists a 
hospital contractor, employee, or volunteer in completing and 
making an accurate determination relating to the presumptive 
eligibility status of an individual; and 
 3. Available on the departmentôs Web site at: 
 a. 
https://chfs.ky.gov/agencies/dms/dpo/bpb/Pages/hospital.aspx; or 
 b. 
http://www.kymmis.com/kymmis/provider%20relations/Presu
mptiveEligibility.aspx 
 (b) The form may be utilized by a qualified hospital as a paper 
application or within an eligibility application as allowable pursuant 
to current state and federal law. 
 (3)(a) In accordance with KRS 205.5375(2)(a), the department, 
in consultation with the Kentucky Hospital Association and any 
academic medical center, shall establish a notification form for a 
qualified hospital to use to notify the department, or designee, of a 
determination that an individual is presumptively eligible for 
Medicaid. 
 (b) The form shall be: 
 1. Updated within thirty (30) days of a relevant or substantial 
change in applicable state and federal law relating to notifications 
of presumptive eligibility; and 
 2. Available on the departmentôs Web site at: 
https://chfs.ky.gov/agencies/dms/dpo/bpb/Pages/hospital.aspx 
 (4) The department and a qualified hospital shall observe 
appropriate privacy and confidentiality standards of state and 
federal law, including 45 C.F.R. Part 164, in transmitting a 
completed form that is determined to contain protected health 
information. This may include: 
 (a) Use of encrypted email; 
 (b) Use of other encrypted electronic file transfer systems; or 
 (c) Any other department approved secure method of sharing 
personally identifiable health information that is allowable pursuant 
to state and federal law. 
 

 Section 9. Incorporation by Reference. 
 (1) ñPresumptive Eligibility Hospital Patient Information 
Formò, February 2023, is incorporated by reference. 
 (2) This material may be inspected, copied, or obtained, 
subject to applicable copyright law, at the Department for 
Medicaid Services, 275 East Main Street, Frankfort, Kentucky 
40621, Monday through Friday, 8 a.m. to 4:30 p.m. or at 
www.chfs.ky.gov/agencies/dms/Pages/default.aspx. 
 
 CONTACT PERSON: Krista Quarles, Policy Specialist, Office 
of Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Department for Behavioral Health, Developmental and 

Intellectual Disabilities 
Division of Program Integrity 

(As Amended at Senate Standing Committee on Health 
Services on February 15, 2023, and House Standing 
Committee on Health Services on February 16, 2023) 

 
 908 KAR 1:374. Licensure of nonhospital-based outpatient 
alcohol and other drug treatment entities. 
 
 RELATES TO: KRS 198B.260, 218A.180, 218A.202, 222.231, 
222.462, 21 C.F.R. 1301.72, 1301.74, 1301.75, 1301.91, 1301.92, 
42 C.F.R. Part 8, 15 U.S.C. 1471 
 STATUTORY AUTHORITY: KRS 222.231(2), (12), 222.462 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
222.231(2) requires the cabinet to promulgate administrative 
regulations to establish requirements and standards for treatment 
programs, including health and safety standards, patient care 
standards, and classification of alcohol and other drug use[abuse] 
programs according to type, range of services, and level of care 
provided. KRS 222.231(12) requires the cabinet to promulgate 
administrative regulations to establish standards of operation for 
narcotic treatment programs. KRS 222.462 requires the cabinet to 
develop enhanced licensure and quality standards for substance 
use disorder treatment and recovery. This administrative regulation 
establishes standards for nonhospital-based alcohol and other 
drug treatment entities (AODE) that provide ambulatory withdrawal 
management, outpatient treatment services, intensive outpatient 
services, partial hospitalization, or office-based opiate treatment 
services. This administrative regulation further establishes 
standards for the operation of narcotic treatment programs in 
accordance with KRS 222.231(12) and 42 C.F.R. Part 8. 
 
 Section 1. Definitions. (1) "Approved controlled substance" 
means the drugs methadone, buprenorphine, or other FDA-
approved medication for opioid use disorder (MOUD)[drug] 
used in the treatment of opioid[narcotic] addiction in a Narcotic 
Treatment Program. 
 (2) "CHFS" or "cabinet" means the Cabinet for Health and 
Family Services. 
 (3) "Central Registry" means a cabinet-approved electronic 
system used to register patients at a licensed narcotic treatment 
program (NTP) for the purpose of preventing simultaneous 
enrollment in other NTPs, gathering program-compliance 
information, and monitoring performance data. 
 (4) "Correctional Facility" means a jail, prison, or other place of 
incarceration by a government official. 
 (5)[(3)] "CSAT" means the Center for Substance Abuse 
Treatment. 
 (6)[(4)] "DEA" means the Drug Enforcement Administration. 
 (7)[(5)] "Dose" means a one (1) day quantity of an approved 
controlled substance[,] administered on site at a narcotic treatment 
program[, in not less than one (1) fluid ounce of an oral solution, 
formulated to minimize misuse by injection]. 
 (8)[(6)] "Drug screening" means the process by which a 
program determines the presence or the absence of drugs in the 
body fluids. 
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 (9)[(7)] "Main program" means the location where all 
administrative and medical information related to a narcotic 
treatment program is retained for the purpose of on-site reviews by 
federal agencies or the state narcotic authority. 
 (10)[(8)] "Medication station" means any dosing location that 
[obtains its drug supply from the main program site and retains all 
records (except dosing, drug screens) at the main location]is 
defined and authorized as a medication unit in 42 C.F.R. 8. 
Medication stations are not extension sites as established in 908 
KAR 1:370 Section 2(1)(c). 
 (11) "Mobile unit" means means a narcotic treatment program 
(NTP) operating from a motor vehicle that: 
 (a) Serves as a mobile component for an existing licensed 
NTP; 
 (b) Operates under the registration of the NTP; and 
 (c) Engages in maintenance or detoxification treatment with 
narcotic drugs in schedules II-V at a location or locations remote 
from its registered and licensed location in Kentucky. 
 (12) "Program prescriber" means: 
 (a) A practitioner as defined in KRS 218A.010(40); and 
 (b) Is authorized to prescribe Schedule IIïV controlled 
substances by state and federal requirements; 
 (13)[(9)] "SNA" means the state narcotic authority and is 
synonymous with state opioid treatment authority (SOTA). The 
Department for Behavioral Health, Developmental and Intellectual 
Disabilities is the SNA, or SOTA, for Kentucky. 
 (14)[(10)] "Take-home dose" means a quantity of an approved 
controlled substance, which the patient[client] is eligible to take off 
the premises of a narcotic treatment program. 
 (15)[(11)] "Treatment phase" means a stage in the 
patientôs[clientôs] progress through a narcotic treatment programôs 
sequential treatment system. 
 (16)[(12)] "Voluntary withdrawal management" means a 
medically supervised withdrawal from the approved controlled 
substance requested by a patient[client] of a narcotic treatment 
program. 
 
 Section 2. Ambulatory Withdrawal Management. (1) In addition 
to the licensing requirements of 908 KAR 1:370, an outpatient 
AODE that provides ambulatory withdrawal management or 
maintenance services shall accept and provide services only to 
patients[clients] meeting the: 
 (a) Diagnostic criteria for a substance-related disorder for 
alcohol, tobacco, and other drug use as established by the most 
recent version of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM); and 
 (b) Dimensional criteria for outpatient services as established 
in the most recent version of The American Society of Addiction 
Medicine (ASAM) Criteria. 
 (2) Ambulatory withdrawal management services shall: 
 (a) Be provided in regularly scheduled sessions; 
 (b) Be delivered in accordance with: 
 1. Clinical protocols established for ambulatory withdrawal 
management in the most recent version of The ASAM Criteria; or 
 2. Nationally recognized, evidence-based clinical protocols 
approved by the cabinet; and 
 (c) Include the following features: 
 1. Specialized psychological and psychiatric consultation and 
supervision for biomedical, emotional, behavioral, and cognitive 
problems as indicated; 
 2. Completion of a comprehensive medical history and physical 
examination of the patient[client] at admission; 
 3. Affiliation with other levels of care, including other levels of 
specialty addiction treatment for additional problems identified 
through the comprehensive biopsychosocial assessment required 
by 908 KAR 1:370, Section 18; 
 4. Appropriate laboratory and drug screening; and 
 5. Twenty-four (24) hour access to emergency medical 
consultation services if needed. 
 (3) Staff shall include: 
 (a) Physicians and licensed health practitioners acting within 
their scope of practice who, if not present on-site at the time of 
admission, shall be readily available to evaluate and confirm that 

ambulatory withdrawal management is safe for the patient[client]; 
and 
 (b) Clinical staff who shall be knowledgeable about the 
biopsychosocial dimensions of alcohol, tobacco, and other 
substance use disorders, including the signs and symptoms of 
alcohol and other drug intoxication and withdrawal. 
 (4) Therapies offered by ambulatory withdrawal management 
services shall include: 
 (a) Individual assessment; 
 (b) Medication or non-medication methods of withdrawal 
management; 
 (c) Monitoring, assessment, and management of signs and 
symptoms of intoxication and withdrawal by a physician or licensed 
health practitioner acting within their[his or her] scope of practice; 
 (d) Patient education; 
 (e) Non-pharmacological clinical support; 
 (f) Involvement of family members or significant others in the 
withdrawal management process; and 
 (g) Discharge or transfer planning, including referral for 
counseling and involvement in community recovery support 
groups. 
 (5) A program shall establish an individualized treatment plan 
in accordance with 908 KAR 1:370, Section 19 that includes: 
 (a) Problem identification in dimensions two (2) through six (6) 
of the most recent version of The ASAM Criteria; 
 (b) Development of treatment goals and measurable treatment 
objectives; 
 (c) Activities designed to meet the treatment objectives and 
management of withdrawal syndrome; 
 (d) Daily assessment of: 
 1. Progress during withdrawal management; and 
 2. Any treatment changes; 
 (e) Transfer and discharge planning, beginning at the point of 
admission; and 
 (f) Referral and linkage arrangements for: 
 1. Counseling; 
 2. Medical care; 
 3. Psychiatric care; and 
 4. Continuing care. 
 (6) Progress notes shall: 
 (a) Be maintained in the patient[client] record in accordance 
with 908 KAR 1:370, Section 17(4)(h); 
 (b) Reflect implementation of the treatment plan; 
 (c) Document the patientôs[clientôs] response to treatment; and 
 (d) Include each amendment of the treatment plan. 
 (7) Withdrawal rating scale tables and flow sheets that include 
tabulation of vital signs shall be used as needed. 
 (8) Treatment of a patient[client] shall continue until: 
 (a) Withdrawal signs and symptoms are sufficiently resolved so 
that the patient[client] can participate in: 
 1. Self-directed recovery; or 
 2. Ongoing treatment without the need for further medical or 
nursing withdrawal management monitoring; 
 (b) The patientôs[clientôs] signs and symptoms of withdrawal 
have: 
 1. Failed to respond to treatment; and 
 2. Intensified so that transfer to a more intensive level of 
withdrawal management is indicated; or 
 (c) Ambulatory[The client is unable to complete ambulatory] 
withdrawal management is not adequate to meet the severity of the 
patientôs substance use disorder[ despite an adequate trial, 
meaning the client is experiencing intense craving and evidencing 
insufficient coping skills to prevent continued alcohol or other drug 
use concurrent with the withdrawal management medication, 
indicating a need for more intensive service]. 
 
 Section 3. Outpatient Treatment Services. (1) In addition to the 
licensing requirements of 908 KAR 1:370, an outpatient AODE that 
offers outpatient treatment services: 
 (a) Shall provide alcohol and other drug use[abuse] counseling 
to each patient[client], with counseling provided to no more than 
twelve (12) patients[clients] per clinician if provided in a group; 
 (b) Shall provide each patient[client] with education regarding: 
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 1. The disease of addiction; 
 2. The patientôs[clientôs] diagnosis; 
 3. The effects of alcohol and other drug use[abuse]; 
 4. The risks of exposure to human immunodeficiency virus 
(HIV), hepatitis, and other health consequences of substance use 
disorder; 
 5. Family issues related to substance use disorder; and 
 6. Relapse prevention; 
 (c) Shall refer each patient[client] to [recovery support ]services 
specific to addiction treatment and recovery, which may include: 
 1. Support groups; 
 2. Peer support; 
 3. Recovery housing; 
 4. Community supports; 
 5. Supported employment; 
 6. Co-occurring disorders; and 
 7. Medications for addiction treatment[Medication assisted 
treatment]; 
 (d) Shall have a direct affiliation with, or close coordination 
through referral to more intensive levels of care and medication 
management; 
 (e) Shall have a procedure to inform patients[clients] of the 
availability of emergency services available twenty-four (24) hours 
a day, seven (7) days a week; and 
 (f) May provide additional therapies including: 
 1. Motivational enhancement; 
 2. Occupational and recreational therapy; 
 3. Psychotherapy; or 
 4. Medications for addiction treatment[Medication assisted 
therapy]. 
 (2) Staff who provide outpatient treatment services: 
 (a) Shall be able to obtain and interpret information regarding 
the patientôs[clientôs] biopsychosocial needs; 
 (b) Shall be knowledgeable about the biopsychosocial 
dimensions of alcohol, tobacco, and other substance use 
disorders, including assessment of the patientôs[clientôs] stage of 
readiness to change; 
 (c) Shall be capable of monitoring stabilized mental health 
problems and recognizing any instability in a patient[client] with co-
occurring disorders; and 
 (d) May include physicians and other licensed health care 
practitioners acting within their scope of practice on staff if 
medications for addiction treatment are[medication assisted 
therapy is] provided. 
 (3) Progress notes shall: 
 (a) Be maintained in the patient[client] record in accordance 
with 908 KAR 1:370, Section 17(4)(h); 
 (b) Reflect implementation of the treatment plan; 
 (c) Document the patientôs[clientôs] response to therapeutic 
interventions for all disorders treated; and 
 (d) Include each amendment of the treatment plan. 
 (4) The patientôs[clientôs] discharge summary shall be 
completed within thirty (30) calendar days of discharge. 
 
 Section 4. Intensive Outpatient Program. (1) In addition to the 
licensing requirements of 908 KAR 1:370 and Section 3 of this 
administrative regulation, an outpatient AODE that offers intensive 
outpatient services shall ensure that the program provides a multi-
modal, multi-disciplinary structured approach to services that: 
 (a) Are more intensive than outpatient treatment services; and 
 (b) Provide a minimum of services: 
 1. For adults: 
 a. Nine (9) hours per week; and 
 b. Given on no less than three (3) days per week; or 
 2. For adolescents: 
 a. Six (6) hours per week; and 
 b. Given on no less than two (2) days per week. 
 (2) Services shall include: 
 (a) Individual outpatient therapy; 
 (b) Group outpatient therapy; 
 (c) Family outpatient therapy, unless contraindicated; 
 (d) Crisis intervention; and 
 (e) Psycho-education during which the patient or 

patientôs[client or clientôs] family member shall be provided with 
information regarding: 
 1.The patientôs[clientôs] diagnosis; 
 2. Reasons why a particular treatment might be effective for 
reducing symptoms; and 
 3. How to cope with the patientôs[clientôs] diagnosis or condition 
in a successful manner. 
 (3) A program shall: 
 (a) Maintain a patient[client]-to-staff ratio of no more than ten 
(10) patients[clients] to one (1) staff; 
 (b) Establish an individualized treatment plan for each 
patient[client] in accordance with 908 KAR 1:370, Section 19 that 
focuses on stabilization and transition to a lower level of care; 
 (c) Provide access to a: 
 1. Board-certified or board-eligible psychiatrist for consultation, 
which may be delivered through the use of telehealth technology; 
and 
 2. Psychiatrist, other physician, or advanced practice 
registered nurse for medication prescribing and monitoring; and 
 (d) Provide each patient[client] with a schedule of all planned 
therapeutic activities or otherwise ensure that the schedule is 
conspicuously posted in a public area of the facility. 
 (4)(a) If the program prepares meals on-site for a patient[client] 
who receives services for at least five (5) or more consecutive 
hours, the program shall be subject to inspection in accordance 
with 902 KAR 45:005. 
 (b) If patients[clients] prepare their own meals on-site or are 
otherwise responsible for their meals, a food service permit shall 
not be required. 
 
 Section 5. Partial Hospitalization. (1) In addition to the licensing 
requirements of 908 KAR 1:370, an outpatient AODE that offers 
partial hospitalization services shall be fully accredited by at least 
one (1) of the following: 
 (a) Joint Commission; 
 (b) Commission on Accreditation of Rehabilitation Facilities; 
 (c) Council on Accreditation; or 
 (d) Other nationally recognized accrediting organization with 
comparable standards. 
 (2) Partial hospitalization services shall: 
 (a) Be short-term, four (4) to six (6) weeks on average; 
 (b) Meet the same standards required for intensive outpatient 
services, except for Section 4(1)(b) of this administrative 
regulation; 
 (c) Be provided at least five (5) hours a day and at least four 
(4) days per week; and 
 (d) Provide access to educational services for adolescent 
patients[clients]. 
 (3) An AODE program that provides partial hospitalization shall 
comply with 902 KAR 45:005 if the program provides meals directly 
to its patients[clients]. 
 
 Section 6. Office-based Opioid[Opiate] Treatment Services. (1) 
Excluding methadone-based treatment, a facility shall be licensed 
as an outpatient AODE that provides office-based opioid[opiate] 
treatment (OBOT) services if: 
 (a) Any individual with ownership interest in the facility is not a 
Kentucky-licensed physician; and 
 (b) The facility employs or has an affiliation with a physician, 
physician assistant, or advanced practice registered nurse who 
prescribes [products containing buprenorphine or other ]FDA-
approved medications[drugs] for the treatment of opioid use 
disorder to fifty (50) percent or more of the facilityôs patients. 
 (2) In addition to the licensing requirements of 908 KAR 1:370, 
an OBOT shall: 
 (a) Designate a medical director who shall: 
 1. Be responsible for the supervision of all medical staff and 
the administration of all medical services at the facility, including 
compliance with all federal, state, and local laws and administrative 
regulations regarding the medical treatment of opioid use disorder; 
 2. Be physically present at the facility at least twenty-five (25) 
percent of the time the facility is open to the public each week; 
 3. Conduct a monthly review of ten (10) percent of the medical 
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charts for patients currently admitted at the facility and document 
each chart review; and 
 4. Not serve as medical director of more than three (3) OBOT 
facilities; 
 (b) Have sufficient medical staff on-site to provide the medical 
treatment and oversight necessary to serve patient needs, 
including a practitioner authorized to prescribe [products containing 
buprenorphine or other ]FDA-approved medications[drugs] for the 
treatment of opioid use disorder on-site during fifty (50) percent of 
clinic weekly[all] hours of operation; 
 (c) Ensure that each practitioner authorized to prescribe 
[physician or advanced practice registered nurse ]complies with the 
prescribing and dispensing standards in accordance with 201 KAR 
9:270 or 201 KAR 20:065 respectively for FDA-approved 
medications[drugs] used for the treatment of opioid addiction; 
 (d) Ensure that a practitioner authorized to prescribe[physician 
or advanced practice registered nurse ]documents in the patientôs 
record whether or not the patient is compliant with prescribed 
dosing as evidenced by the results of: 
 1. A KASPER report released in accordance with KRS 
218A.202(7)(e); and 
 2. Drug screening; 
 (e) Offer individual and group outpatient therapy; 
 (f) Monitor compliance with recommended non-medication 
therapies; 
 (g) Provide case management or care coordination services; 
and 
 (h) Implement pre-employment and ongoing random drug 
screening of all facility employees. 
 (3) Admission and discharge. 
 (a) Each[Prior to admission to the OBOT facility, each 
prospective] patient shall be evaluated to determine and document 
whether or not the patient meets the diagnostic criteria for an 
opioid use disorder as defined in the most recent version of the 
DSM. [A prospective patient shall not be admitted unless he or she 
meets those criteria.] 
 (b) The OBOT facility shall use evidence-based assessment 
and evaluation tools that have been peer reviewed and validated, 
including the most recent edition of: 
 1. ASAM placement criteria; 
 2. Addiction Severity Index; 
 3. Substance Abuse and Mental Health Services 
Administration (SAMHSA) Treatment Improvement Protocol; or 
 4. Any other equivalent assessment and evaluation tool. 
 (c) Prior to receiving treatment at the facility, the patient shall 
acknowledge in writing having received education on: 
 1. Treatment options, including withdrawal management, and 
the benefits and risks associated with each treatment option; 
 2. The risk of neonatal abstinence syndrome and use of 
voluntary long-acting reversible contraception for all female 
patients of child-bearing age and potential; 
 3. Prevention and treatment of chronic viral illnesses, such as 
HIV and hepatitis; 
 4. Expected therapeutic benefits and adverse effects of 
treatment medication; 
 5. Risks for overdose, including drug interactions with central 
nervous system depressants, and return to use[relapse] after a 
period of abstinence from opioids; and 
 6. Overdose prevention and reversal agents. 
 (d) An OBOT facility shall not provide any type of reward to a 
third party for referral of potential patients to the clinic. 
 (4) Comprehensive assessment. The facility shall complete a 
comprehensive assessment in accordance with 908 KAR 1:370, 
Section 18 and in accordance with peer-reviewed opioid use 
disorder[medication assisted] treatment guidelines developed by 
nationally recognized organizations, such as SAMHSA and the 
American Society of Addiction Medicine. 
 (5) Treatment planning. An OBOT facility shall complete an 
individualized treatment plan for each patient in accordance with 
908 KAR 1:370, Section 19, featuring a plan for aftercare that 
includes the development of a list of appropriate treatment 
resources available to the patient in their[his or her] community. 
 (6) Discharge. 

 (a) A discharge plan shall be completed at the time of the 
patientôs discharge by the staff person who has primary 
responsibility for coordinating or providing for the care of the 
patient, including a final assessment of the patientôs status at the 
time of discharge. 
 (b) If applicable, a parent, guardian, family member, or 
responsible person may participate in aftercare and discharge 
planning. 
 (c) The reason for any patient not participating in aftercare and 
discharge planning shall be documented in the patientôs record. 
 (d) The OBOT facility shall document if a patient discontinues 
services. 
 (e) Determination of the events that constitute a patientôs 
discontinuation of services at an OBOT shall be at the discretion of 
the facility. 
 
 Section 7. Narcotic Treatment Programs. (1) In addition to the 
licensing requirements of 908 KAR 1:370, an outpatient AODE that 
operates a narcotic treatment program (NTP) using an FDA-
approved medication[methadone] to treat individuals with 
substance use disorder shall comply with: 
 (a) 42 C.F.R. Part 8;[ and] 
 (b) The requirements of this section; and 
 (c) Submit and maintain all required data to: 
 1. The[in the] Central Registry; and 
 2. KASPER as required by KRS 218A.202 and 902 KAR 
55:110. 
 (2) An NTP requesting a change of location shall: 
 (a) Comply with 908 KAR 1:370, Section 4; and 
 (b) Provide information regarding any: 
 1. Dosing procedural changes; and 
 2. Drug distribution problems that could occur due to the 
relocation. 
 (3) Organization and operation. 
 (a) In addition to meeting the requirements of 908 KAR 1:370, 
Section 9, an NTP shall develop and comply with policies and 
procedures that include: 
 1. Waiting list criteria; 
 2. Data collection for participation in the program in 
accordance with 908 KAR 1:300; 
 3. A protocol that ensures the integrity of the chain of custody 
for all drug screens; 
 4. A protocol for voluntary and involuntary termination of a 
patientôs[clientôs] participation in the program, including reasons for 
termination for cause; 
 5. Requirements for the preparation and labeling of 
patient[client] doses in accordance with the requirements of 
subsection (10) of this section; 
 6. Quality assurance and utilization review; 
 7. A patient[client] identification system; 
 8. A system to prevent multiple program registrations; 
 9. Inventory maintenance; 
 10. A protocol for daily dosing schedules; and 
 11. Drug screening procedures that utilize random selection or 
unannounced collection. 
 (b) An NTP shall order approved controlled substances from 
the manufacturer or approved wholesalers in accordance with 42 
C.F.R. Part 8. 
 (c) Policies for voluntary withdrawal management and 
involuntary termination from NTP treatment shall be in accordance 
with 42 C.F.R. Part 8.12. 
 (d) An NTP shall have and follow policies that prohibit 
recruitment of new patients[clients] into the program by offering: 
 1. A bounty; 
 2. Monetary, equipment, or merchandise rewards; or 
 3. Free services for individuals. 
 (e) An NTP shall implement the system of treatment phases 
established in subsection (12) of this section. 
 (f) An NTP shall be open for dosing services at least six 
(6)[seven (7)] days a week with the optional exception of: 
 1. New Yearôs Day, January 1; 
 2. Presidents Day; 
 3. Martin Luther King Day; 
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 4. Easter Sunday; 
 5. Memorial Day, last Monday in May; 
 6. Independence Day, July 4; 
 7. Labor Day, first Monday in September; 
 8. Thanksgiving Day, fourth Thursday in November; [and] 
 9. Christmas Day, December 25; and 
 10. Any observed federal holiday. 
 (g) An NTP shall have dosing times sufficient to meet the 
needs of its patients[clients]. 
 (h) An NTP shall have a written emergency plan that complies 
with 908 KAR 1:370, Section 9, establishing the course of action in 
the event of a natural or manmade disaster or any sudden closing. 
The plan shall also include: 
 1. Alternate providers for each payment type that the NTP 
accepts; and 
 2. A communication plan to reach each patient[client] and 
provide information and instructions. 
 (i) The initial drug screens and confirmatory tests for drugs 
tested on behalf of the NTP shall meet federal[the following] 
standards for the following: 
 1. [Marijuana metabolites: 
 a. Initial screen 50ng/ml; and 
 b. Confirmation test 15ng/ml; 
 2.] Cocaine metabolites;[: 
 a. Initial screen 300ng/ml; and 
 b. Confirmation test 150ng/ml;] 
 2.[3.] Opioid[Opiates] metabolites;[: 
 a. Initial screen 300ng/ml; and 
 b. Confirmation test 300ng/ml;] 
 3.[4.] Amphetamines;[: 
 a. Initial screen 1000ng/ml; and 
 b. Confirmation test of amphetamine 500ng/ml and 
methamphetamine confirmation test 500ng/ml;] 
 4.[5.] Barbiturates;[: 
 a. Initial screen 300ng/ml; and 
 b. Confirmation test 300ng/ml; and] 
 5.[6.] Benzodiazepines;[: 
 a. Initial screen 300ng/ml; and 
 b. Confirmation test 300ng/ml.] 
 (j) An NTP that dispenses buprenorphine shall: 
 1. Have sufficient medical providers[staff] on-site to provide 
the medical treatment and oversight necessary to serve patient 
needs[, including a practitioner authorized to prescribe FDA-
approved medications for the treatment of opioid use disorder 
on-site during fifty (50) percent of clinic weekly][all][ hours of 
operation]; 
 2. Ensure that each practitioner authorized to prescribe or 
dispense complies with the prescribing and dispensing standards 
in accordance with 201 KAR 9:270 or 201 KAR 20:065 respectively 
for FDA-approved medications used for the treatment of opioid use 
disorder; 
 3. Ensure that a practitioner authorized to prescribe or 
dispense documents in the patientôs record whether or not the 
patient is compliant with prescribed dosing as evidenced by the 
results of: 
 a. A KASPER report released in accordance with KRS 
218A.202(7)(e); and 
 b. Drug screening; 
 c. Provide patient dosing of buprenorphine which is exempt 
from treatment protocol phasing as outlined in subsection (12) of 
this section. 
 (4) Medication stations. 
 (a) Medication stations shall not require a separate license. 
 (b) To establish a medication station, the NTP shall submit to 
the SNA, an Application for License to Operate a Nonhospital-
based Alcohol and Other Drug Treatment Entity (AODE) form 
incorporated by reference in 908 KAR 1:370. 
 (c) [A medication station shall be located between forty-five 
(45) miles and ninety (90) miles from the main NTP. 
 (d) The medication station shall obtain its supply of approved 
controlled substances from the stocks of the main NTP. 
 (e)] The medication station shall provide the following services: 
 1. Dosing; and 

 2. Drug screen collection. 
 (d)[(f)] The program director shall develop a system to prevent 
patients[clients] from dosing at both the main NTP and the 
medication station. 
 [(g) Other services shall not be provided at the medication 
station without prior approval of the CSAT and SNA.] 
 (5) Personnel. 
 (a) An NTP shall have a program director who shall: 
 1. Have at least two (2) years of experience in the treatment of 
addiction; and 
 2.a. Be certified by the Board of Certification of Alcohol and 
Drug Counselors; 
 b. Hold at least a masterôs degree in the field of addiction or a 
related field; or 
 c. Be a physician, registered nurse, physician assistant, 
pharmacist, or nurse practitioner certified by the licensing 
subspecialty. 
 (b) The program director may be the program sponsor as 
required by 42 C.F.R., Part 8. 
 (c) The program director shall: 
 1. Be responsible for ensuring compliance with federal, state, 
and local laws and administrative regulations pertaining to the 
operation of the facility; 
 2. Provide onsite supervision of employees; 
 3. Ensure the laboratory performing the testing required under 
this administrative regulation is approved by the SNA and is 
certified by the Centers for Medicare and Medicaid Services as a 
Clinical Laboratory Improvement Amendments (CLIA) certified 
laboratory; and 
 4. Ensure that initial drug screens and confirmatory tests for 
drugs tested on behalf of the program meet the standards in 
subsection (3)(i) of this section. 
 (d) An NTP shall have a medical director who shall be: 
 1. Licensed by the Commonwealth of Kentucky to practice 
medicine within the Commonwealth; and 
 2.a. A board eligible psychiatrist with at least three (3) years of 
experience in the provision of services to persons who have a 
substance use disorder; or 
 b. Board-certified as an addiction medicine specialist. 
 (e) The medical director shall function autonomously within an 
NTP free from any protocol imposed by an NTP, director, or any 
other entity except under the guidelines established in 42 C.F.R. 
Part 8 and this administrative regulation. 
 (f) The medical director shall be responsible for the NTPôs 
adherence to federal, state, and local laws and administrative 
regulations pertaining to the operation of the facility. 
 (g) An NTP may have a program 
physician[prescriber][physician]. If an NTP has a program 
physician[prescriber][physician], the 
physician[prescriber][physician] shall be: 
 1. Licensed by the Commonwealth of Kentucky to prescribe 
controlled substances [practice medicine within the 
Commonwealth]; and 
 2.a. Board-certified as an addiction medicine specialist; or 
 b. A person who has at least one (1) year of experience in 
providing service to individuals with a substance use disorder. 
 (h) A program physician[prescriber][physician] shall be under 
the supervision of the medical director and shall function 
autonomously within the NTP free from any protocol imposed by 
any NTP, director, or any other entity except under the guidelines 
imposed by 42 C.F.R. Part 8 and this administrative regulation. 
 (i) An NTP may have a program prescriber. If an NTP has a 
program prescriber, the program prescriber shall be: 
 1. Licensed by the Commonwealth of Kentucky to 
prescribe controlled substances; 
 2. A person who has at least one (1) year of experience in 
providing services to individuals with a substance use 
disorder; and 
 3. Under the supervision of the medical director or 
program physician[A program prescriber[physician] shall be 
responsible for the NTPôs compliance with federal, state, and 
local laws and administrative regulations pertaining to the 
operation of the facility]. 
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 (j) The medical director may be the program 
physician[prescriber][physician]. 
 (k)[1.] There shall be a minimum of one (1) medical director, 
program physician, or program prescriber[physician] on staff[ for 
every 300 patients][clients][, or fraction thereof, enrolled in an 
NTP; and 
 2. The medical director, program physician, or program 
prescriber shall not be responsible for more than 300 total 
patients, which includes all patients of the NTP][ nationally]. 
 (l) The medical director, [or ]program physician or 
prescriber[physician] shall: 
 1. Ensure [there is evidence of physiologic dependence on 
narcotics for ]all patients[clients] admitted to the NTP meet the 
most recent version of DSM criteria for opioid use disorder; 
 2. Ensure [there is a history of addiction, or] that any 
exceptions to admissions criteria are approved by the SNA and 
documented in the patientôs[clientôs] record before the first dose is 
administered; 
 3. Ensure that appropriate medical histories and physical 
examinations have been performed before the first dose shall be 
administered; 
 4. Ensure that appropriate laboratory studies have been 
performed; 
 5. Review all laboratory testing results and documents; 
 6. Document, sign, or cosign all medical orders, within forty-
eight (48) hours, including the first dose of an approved controlled 
substance; 
 7. Document, sign, or cosign all subsequent medication orders 
within forty-eight (48) hours, including dose increases and 
decreases, changes in frequency of take-home doses, emergency 
situations, or special circumstances; 
 8. Ensure that a review and cosignature of all telephone or 
other verbal orders are documented within forty-eight (48) hours of 
the order; 
 9. Supervise staff responsible for preparation and 
administration of the approved controlled substances; 
 10. Ensure compliance with program procedures and 
administrative regulations; and 
 11. Order through the licensed NTP all: 
 a. Initial doses; and 
 b. Increases or decreases. 
 (m) An NTP shall hire dosing personnel who shall: 
 1. Hold a license as a registered nurse, licensed practical 
nurse, or pharmacist; and 
 2. Not be dually assigned as clinicians. 
 (n) An NTP shall provide dosing personnel in sufficient 
numbers to meet the needs of the patients[clients] during dosing 
hours. 
 (o) Dosing prescribers[physicians] and pharmacists shall 
comply with KRS 218A.180 related to labeling if preparing doses to 
be taken outside the program site. 
 (p) An NTP shall hire clinicians who meet the requirements of 
908 KAR 1:370, Section 11. 
 (q) There shall be at least one (1) clinician for every fifty-five 
(55)[fifty (50)] patients[forty (40) clients] in the program. 
 (6) Security and control. 
 (a) The program director and dosing nurse supervisor or 
pharmacist shall conduct quarterly reviews to ensure compliance 
with this subsection and 42 C.F.R. Part 8.12. 
 (b) Security of the controlled substance[narcotic] safe and 
the building perimeter shall be checked at least quarterly with the 
contracted security company. 
 (c) The safe shall be locked at all times while staff are not 
obtaining, restocking, or inventorying controlled substances. 
 (d)1. Inventory reconciliation shall be conducted at least 
quarterly; 
 2. All reconciliation documents shall be retained by the 
program for at least five (5) years; and 
 3. All DEA and federal regulations concerning[Five (5) percent 
or more of any] inventory discrepancies shall be followed, and any 
inventory discrepancy required to be reported to the [SNA and the 
]DEA offices shall also be reported to the SNA within forty-eight 
(48) hours of reconciliation. 

 (e) Dosing personnel shall count all new bottles of controlled 
substance[narcotic] tablets before removing any for patient[client] 
doses. 
 (f) Any discrepancies in controlled substance[narcotic] 
tablet count shall be reported to the SNA, DEA, CSAT, and the 
cabinet within forty-eight (48) hours of the event. 
 (g) A system shall be in place to assure the NTP completes the 
DEA biennial inventory of controlled substance[narcotic drugs] 
on hand. 
 (h) Order forms for controlled substances, the dosing records, 
and inventory reconciliation records shall conform with 42 C.F.R. 
Part 8.12 and shall be maintained in a locked, secured area 
separate from the storage site of the controlled substances. 
 (i) Quarterly, the program director or designee shall review a 
ten (10) percent random sample of patient[client] records for: 
 1. A consent to treatment form signed by the patient[client]; 
and 
 2. A release of information form signed by the patient[client] 
that includes: 
 a. A description of the specific type of confidential information 
to be obtained or released; and 
 b. The specific dates that the release is to cover. 
 (j) If the program director serves as a clinician, the medical 
director shall review a ten (10) percent random sample of the 
program directorôs patient[client] records for inclusion of the 
documents listed in paragraph (i) of this subsection. 
 (k) An NTP shall retain on file documentation that quarterly 
reviews were conducted, which shall be available for review by 
regulatory agencies for at least five (5) years. 
 (7) Admission policies. 
 (a) The admitting physician or licensed health practitioners 
acting within their scope of practice for the NTP shall comply with 
the admission requirements of 42 C.F.R. Part 8.12. 
 (b) When a patient[client] applies for admission to an NTP, the 
patient[client] shall be required to sign a release of information that 
authorizes a program to release or solicit information regarding the 
patientôs[clientôs] status in any other substance use disorder 
treatment [abuse] program. 
 (c) In addition to complying with the requirements of 908 KAR 
1:370, Section 16, an NTP shall: 
 1. Provide each patient[client] written information describing all 
facets of the program in a manner that the patient[client] 
understands; and 
 2. Explain the contents of all required federal forms to the 
patient[client] before he or she is asked to sign. 
 (d) At admission, readmission, and at six (6) month intervals 
for the first two (2) years of treatment, and as indicated clinically 
after two (2) years, an NTP shall give the patient[client] information 
on communicable diseases including: 
 1. Tuberculosis; 
 2. Hepatitis; 
 3. Sexually transmitted diseases; and 
 4. HIV/AIDS. 
 (e) A patient[client] shall have access to voluntary HIV testing 
at admission and if clinically indicated thereafter and shall receive 
HIV/AIDS pre-test and post-test counseling if the patient[client] 
elects to be tested. 
 (f) In order for an NTP to admit or continue to treat a 
patient[client] who is pregnant, the medical director, program 
physician, or program prescriber[physician] shall determine and 
document in the patientôs[clientôs] record that the patient[client] is 
medically able to participate in the program. 
 (g) Pregnant individuals with an opioid[opiate] use disorder 
shall be given priority for admission and services if the NTP has a 
waiting list. 
 (8) Patient[client] transfers and guest dosing. 
 (a) An NTP may accept patients[clients] transferring from 
another NTP if the patient[client] meets the criteria for admission in 
subsection (7) of this section and in accordance with this 
subsection. 
 (b) The program prescriber, program physician, [physician ]or 
medical director at the receiving NTP shall review the 
patientôs[clientôs] records on an individual basis to determine the 
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patientôs[clientôs] placement on the receiving program's 
patient[client] listing. Reviews for proposed transfers shall 
determine the patientôs[clientôs]: 
 1. Need; 
 2. Program placement availability; and 
 3. Circumstances for the transfer request. 
 (c) If a patient transfers[client] from an existing narcotic[out-of-
state, medication-assisted] treatment program[ transfers to an NTP 
located in Kentucky], the NTP shall ensure, if clinically indicated, 
the patient remains in their confirmed current phase from the 
sending NTP[ designate the client as a new admission or "entry 
phase" as established in subsection (12) of this section unless 
other phase levels are approved by the SNA]. 
 (d) The sending NTP shall: 
 1. Forward all relevant patient[client] records to the receiving 
NTP within seventy-two (72) hours of receipt of a request to 
transfer, excluding any day the NTP is closed; and 
 2. Continue dosing until the patient[client] is enrolled at the 
receiving NTP. 
 (e) The receiving NTP shall: 
 1. Contact the sending NTP to confirm the patientôs[clientôs] 
enrollment prior to administering the patientôs[clientôs] initial dose at 
the receiving NTP; and 
 2. Include documentation in the patientôs[clientôs] medical 
record of the: 
 a. Date of receipt of the patientôs[clientôs] records from the 
sending NTP, including reason for transfer; and 
 b. Verification that the patient[client] meets the admission 
criteria in subsection (7) of this section. 
 (f) An NTP may provide guest dosing to patients who are not 
eligible for take home doses. 
 (g) The NTP may develop policies based upon [national 
]federal guidelines and best practices. 
 (h) The NTP shall check the individualôs enrollment in the 
central registry. 
 (i) The NTP shall confirm and provide the correct guest dosing 
arrangement with the home NTP. 
 (9) Drug screens. 
 (a) Drug screen sample collection policies intended to prevent 
falsification shall be developed and followed. 
 (b) Drug screens shall be analyzed for the following drugs: 
 1. Approved controlled substance; 
 2. Cocaine; 
 3. Opioids[Opiates]; 
 4. Amphetamines; 
 5. Barbiturates; 
 6. [Tetrahydrocannabinol; 
 7.] Benzodiazepines; 
 7.[8.] Any other drug or drugs that has been determined by the 
NTP or the SNA to be misused[abused] in that program's locality; 
and 
 8.[9.] Any other drugs that could have been misused[abused] 
by the patient[client]. 
 (c) Drug screens shall be reviewed by the treatment team 
monthly to determine the patientôs[clientôs] reduction in the use of 
unauthorized medications. 
 (d) Controlled substance medications shall be considered 
unapproved usage if they are being used by the patient[client] 
without a valid prescription. 
 (e) A drug screen that is negative for the approved controlled 
substances allowed to be used in the NTP shall be considered 
positive for unauthorized drug use. 
 (f) An NTP shall not use drug screens as the sole criteria for 
involuntarily terminating a patientôs[clientôs] participation in the 
program. 
 (g) When drug screening results are used, presumptive 
laboratory results shall be distinguished in the patient[client] record 
from results that are definitive. 
 (h) Samples used for drug screening purposes shall be 
handled in a manner that ensures patient[client] confidentiality. 
 (10) Dosing requirements. 
 (a) The dose prepared for a patient[client] shall be the quantity 
of approved controlled substances that is indicated on the 

patientôs[clientôs] narcotic sheet within the medical record. 
 (b) The dose shall be labeled with the exact quantity of narcotic 
drug ordered. 
 (c) Take-home doses shall be formulated in a manner that 
reduces the likelihood of injecting the dose. 
 (d) Take-home doses of the approved controlled substances 
shall be packaged in containers in accordance with 15 U.S.C. 
1471. 
 (e) The label of take-home doses shall include the: 
 1. Name of the program; 
 2. Address and telephone number of the program; 
 3. Name of the controlled substance; 
 4. Name of the patient[client]; 
 5. Name of the prescriber[physician] ordering the substance; 
 6. Quantity of the controlled substance, unless the 
patient[client] has requested in writing that the quantity of the 
substance not be revealed to him or her; 
 7. Date of filling order; and 
 8. Instructions for medicating, including dosage amount and 
dates medication is to be taken. 
 (f) Dosing personnel shall not alter patient[client] doses without 
the medical director, program physician, or program 
prescriberôs[physicianôs] order. 
 (g) Verbal dosing orders shall be reduced to writing and signed 
by the medical director, program physician, or program prescriber 
[physician] within forty-eight (48) hours of the orderôs receipt. 
 (h) The medical record shall indicate any reason for dose 
changes and shall be signed by the medical director, program 
physician, or program prescriber[physician] within forty-eight (48) 
hours of the orderôs receipt. 
 (11) Patients[Patient][Clients] who are pregnant. 
 (a) If the medical director, program physician, or program 
prescriber[physician] does not accept the responsibility for 
providing prenatal care for the term of the patientôs[clientôs] 
pregnancy, then the medical director, program physician, or 
program prescriber[physician] shall refer the patient[client] to: 
 1. A primary care physician who practices obstetrics; or 
 2. An obstetrician. 
 (b) The medical director, program physician, or program 
prescriber[physician] shall inform the prescriber [physician] 
accepting the referral of the patientôs[clientôs] participation in the 
NTP. 
 (c) The medical director, program physician, or program 
prescriber[physician] shall ensure that appropriate arrangements 
have been made for the medical care of both the patient[client] and 
the child following the birth of the child. 
 (d) The medical director, program physician, or program 
prescriber[physician] shall notify the pregnant patientôs[clientôs] 
primary care physician or obstetrician of any changes in the 
patientôs[clientôs] treatment. 
 (e) The program shall ensure that the following services are 
available for pregnant individuals and are a part of the treatment 
plan: 
 1. Nutritional counseling; and 
 2. Parenting training that includes information about: 
 a. Newborn care; 
 b. Handling a newborn; 
 c. Newborn health; and 
 d. Newborn safety. 
 (12) Treatment protocol phases. 
 (a) In accordance with 42 C.F.R. Part 8.12, NTPs shall comply 
with the treatment phase system as outlined in paragraphs (e) 
through (j) of this subsection for the dosing of methadone for 
treatment of opioid use disorder[ to achieve the goals of: 
 1. Reduced health problems; 
 2. Reduced criminal activity; 
 3. Increased productivity; 
 4. Stabilization of family life; and 
 5. Eventual drug-free living]. 
 (b) Program infractions shall include: 
 1. [Failed drug screens; 
 2.] Disruptive behavior at the clinic site; or 
 2.[3.] Threats to staff or other patients[clients; or 
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 4. Failure to attend scheduled dosing or counseling 
appointments]. 
 (c) Program non-compliance shall include: 
 1. Non-compliant drug screens; or 
 2. Failure to attend scheduled dosing or counseling 
appointments. 
 (d) Patient[Client] treatment plans shall be: 
 1. Established[established], reviewed, and updated in 
accordance with 908 KAR 1:370, Section 19; and 
 2. Reflect a patientôs current needs for: 
 a. Medical, social, and psychological services; and 
 b. Education, vocational rehabilitation, and employment 
services. 
 (e)[(d)] The medical director, program physician, or program 
prescriber [physician] shall sign the treatment plan within thirty (30) 
days. 
 (f)[(e)] A patient shall successfully complete current treatment 
protocol phase before entering the subsequent treatment protocol 
phase with no non-compliance issues, unless excused pursuant to 
paragraph (n) of this subsection, for at least ninety (90) 
consecutive days. 
 (g) Phase one (1). Days one (1) to ninety (90) in 
treatment[Entry Phase. During the first 90 days of treatment], all 
patients[clients] shall: 
 1. Attend clinic six (6)[seven (7)] times each week for observed 
ingestion of an approved controlled substance at the clinic site; 
 2. Be eligible to receive a one (1) day take-home dose of an 
approved controlled substance[sub-stance]; 
 3. Be provided [weekly ]counseling sessions to support the 
implementation of their treatment plan as clinically indicated; 
 4.[3.] Be informed about appropriate support groups; and 
 5.[4.] Provide a[an observed] drug screen sample one (1) time 
per month[week] on a random basis. 
 (h)[(f)] Phase two (2). Days ninety-one (91) to 180.[Phase one 
(1).] 
 [1.] [In order for a client to enter phase one (1), the client shall: 
 a. Have participated in the "entry phase" for at least ninety (90) 
consecutive days; and 
 b. Not have committed any program infractions for at least 
ninety (90) consecutive days. 
 2.] Once the patient[client] enters phase two (2)[one (1)] the 
patient[client] shall: 
 1.[a.] Attend clinic five (5)[six (6)] times each week for 
observed ingestion of an approved controlled substance; 
 2.[b.] Be eligible to receive a two (2)[one (1)] day take-home 
dose of an approved controlled substance; 
 3.[c.] Be provided [weekly] counseling sessions to support the 
implementation of their treatment plan as clinically indicated; 
 4.[d.] Provide a[an observed] drug screen sample on a random 
basis at least monthly or more frequently if their treatment plan 
requires[every other week]; and 
 5.[e.] Be encouraged to attend [an] appropriate support groups 
[group]. 
 (i)[(g)] Phase three (3). Days 181 to 270.[Phase two (2).] 
 1. In order for a patient[client] to enter phase three (3)[two (2)], 
the patient[client] shall have successfully completed phase two 
(2).[be:] 
 [a. Have participated in phase one (1) for at least ninety (90) 
consecutive days; 
 b. Not have committed any program infractions for at least 
ninety (90) consecutive days; 
 c. Be][: 
 a.][(i)] [Pursuing or engaged in gainful employment; 
 b.][(ii)] [Pursuing vocational training; 
 c.][(iii)] [Attending school; 
 d.][(iv)] [Engaged in volunteer work; 
 e.][(v)] [Attending parenting classes if they are a parent at 
home with children; or 
 f.][(vi)] [A patient][client][ with disabilities or other 
circumstances that might make compliance with this clause 
unattainable, if the patient][client][ submitted a written waiver 
request to the SNA justifying specific reasons for the request 
that was not denied; and 

 2.][d.] [Have a treatment plan to meet any special needs, 
including disabilities.] 
 2.[3.][2.] Patients[Clients] in phase three (3)[two (2)] shall: 
 a. Attend clinic four (4)[five (5)] times each week for observed 
ingestion of an approved controlled substance; 
 b. Be eligible to receive up to three (3)[two (2)] days of take-
home doses of an approved controlled substance; 
 c. Provide a[an observed] drug screen sample randomly on a 
monthly basis, or more frequently if their treatment plan requires; 
 d. Be provided [monthly ]counseling sessions, [or more 
frequently if their treatment plan requires,]as clinically indicated; 
and 
 e. Be encouraged to attend appropriate support groups outside 
the clinic. 
 (j)[(h)] Phase 4. Days 271 to 365.[Phase three (3).] 
 1. In order for the patient[client] to enter phase four (4)[three 
(3)], the patient[client] shall: 
 a. Have completed phase 3; and[ participated in phase two (2) 
for at least ninety (90) consecutive days:] 
 b. [Not have committed any program infractions for at least 
ninety (90) consecutive days; and 
 c.] Have met the same entry criteria requirements as 
established in phase three (3)[two (2)]. 
 2. Patients[Clients] in phase four (4)[three (3)] shall: 
 a. Attend clinic one (1) time[three (3) times] each week for 
observed ingestion of an approved controlled substance; 
 b. Be eligible to receive up to six (6)[two (2)] days of take-home 
doses of an approved controlled substance; 
 c. Provide eight (8) random drug screen samples within a 
twelve (12) month period[an observed drug screen sample 
randomly on a monthly basis], or more frequently if their treatment 
plan requires; 
 d. Be provided [monthly] counseling sessions, [or more 
frequently if their treatment plan requires,]as clinically indicated; 
and 
 e. Be encouraged to attend appropriate support groups outside 
the clinic. 
 (k)[(i)] Phase 5. Days 365 to 730.[Phase three (4).] 
 1. In order for the patient[client] to enter phase five (5)[four (4)], 
the patient[client] shall have: 
 a. Successfully completed phase four (4)[three (3)]; and 
 b. Adhered to the requirements of the maintenance treatment 
program for at least 365 days[twelve (12) consecutive months]. 
 2. Patient[Clients] in phase five (5)[four (4)] shall: 
 a. Be dosed at the clinic site at least once every fifteen (15) 
days[two (2) days per week] for observed ingestion of an approved 
controlled substance; 
 b. Be eligible for up to fourteen (14)[three (3)] days of take-
home doses of an approved controlled substance; 
 c. Be provided an appropriate number of counseling sessions, 
which shall be based[: 
 (i) Based] on the clinical judgement of the program physician 
and program staff; and 
 [(ii) No less than one (1) per month; and] 
 d. Provide eight (8) random drug screen samples within a 
twelve month period[an observed drug screen sample randomly on 
a monthly basis], or more frequently if their treatment plan requires. 
 [3. Prior to successful completion of phase four (4), a plan shall 
be developed that shall assist the client toward a drug free 
treatment regimen for continued support.] 
 (l)[(j)] Phase 6. Days 731 and up.[Phase three (5).] 
 1. In order for the patient[client] to enter phase six (6)[five (5)], 
the patient[client] shall have: 
 a. Successfully completed phase five (5)[four (4)]; and 
 b. Adhered to the requirements of the maintenance treatment 
program for at least 731 days[two (2) consecutive years]. 
 2. Patients[Clients] in phase six (6)[five (5)] shall: 
 a. Be dosed at the clinic site at least one (1) day per 
month[per week] for observed ingestion of an approved controlled 
substance; 
 b. Be eligible for up to thirty one[six (6)] days of take-home 
doses of an approved controlled substance; 
 c. Be provided an appropriate number of counseling sessions, 
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which shall be based[: 
 (i) Based] on the clinical judgement of the program 
prescriber[physician] and program staff; and 
 [(ii) No less than one (1) per month; and] 
 d. Provide eight (8) random drug screen samples within a 
twelve month period[an observed drug screen sample randomly on 
a monthly basis], or more frequently if their treatment plan requires. 
 (m) The medical director may excuse a non-compliance issue 
on a case-by-case basis focusing on the following: 
 1. The interactions between a positive drug screen and the 
medication used for treatment; 
 2. Past history of non-compliance issues; 
 3. Employment issues; and 
 4. Length of time in program. 
 (n) If the medical director excuses a non-compliance issue, as 
specified in paragraph (m) of this subsection, the non-compliance 
issue excused shall not be used to: 
 1. Move a patient out of a phase; or 
 2. Keep a patient from advancing phases. 
 (o) The medical director shall document the non-compliance 
excuse in the patientôs medical record. 
 (13) Take home dose restrictions and terminations. 
 (a) In determining the patientôs[clientôs] take-home 
medications, the medical director, program physician, or program 
prescriber[physician] shall act in accordance with 42 C.F.R. Part 
8.12 and subsections (7) through (12) of this section. 
 (b) [An NTP shall restrict a clientôs take-home dosage 
privileges by moving the client back at least one (1) phase level on 
the schedule for take-home dosages if the clientôs drug screening 
results disclose the unauthorized presence any substance 
established in subsection (9)(b) of this section. 
 (c)] An NTP shall restrict a patientôs[clientôs] take-home dosage 
by moving the patient[client] back on the take-home dosage 
schedule if the medical director, program physician, or program 
prescriber[physician] concludes that the patient[cliens] is no longer 
a suitable candidate for take-home privileges as presently 
scheduled. 
 (c)[(d)] An NTP shall revoke a patientôs[clientôs] take-home 
privileges for not less than thirty (30) days and shall require the 
patient[client] to ingest each dosage at the facility for any of the 
following reasons: 
 1. The patientôs[clientôs] drug screening discloses an absence 
of the controlled substance prescribed by the program; 
 2. The patient[client] is discovered to be misusing medication, 
as established in subparagraph 5. of this paragraph; 
 3. The patient[client] attempts to enroll in another NTP; 
 4. The patient[client] alters or attempts to alter a drug screen; 
or 
 5. The patient[client] is not satisfactorily adhering to the 
requirements of the NTP by the following: 
 a. The patient[client] has not complied with the rules of the 
NTP; 
 b. [There is indication that the client has repeatedly used drugs 
improperly; 
 c.] The patient[client] is sharing, giving away, selling, or trading 
their [his or her] approved controlled substance dosage; or 
 c.[d.] The patient[client] is not ingesting their[his or her] 
approved controlled substance dose in accordance with treatment 
program rules[; 
 e. There is indication that the client is selling, distributing, or 
otherwise involved with illicit drugs and their use; or 
 f. The client is not participating in an educational, vocational, or 
home-making activty]. 
 (d)[(e)] A patient[client] whose daily dosage is twenty-five (25) 
milligrams or less shall be exempt from paragraph (c)[(d)1]. of this 
subsection. 
 (e)[(f)] A patient[client] whose take-home privileges were 
revoked or restricted may regain take-home privileges according to 
the following schedule: 
 1. Phase one (1) ï satisfactory adherence for at least thirty 
(30) days; 
 2. Phase two (2) ï satisfactory adherence for at least thirty (30) 
days after regaining phase one (1) privileges; 

 3. Phase three (3) ï satisfactory adherence for at least thirty 
(30) days after regaining phase two (2) privileges; 
 4. Phase four (4) ï satisfactory adherence for at least thirty 
(30) days after regaining phase three (3) privileges;[ and] 
 5. Phase five (5) ï satisfactory adherence for at least thirty (30) 
days after regaining phase four (4) privileges; and 
 6. Phase six (6) - satisfactory adherence for at least thirty (30) 
days after regaining phase five (5) privileges. 
 (f)[(g)] This subsection shall not be used to circumvent the 
requirements of this administrative regulation. A patient[client] shall 
not be advanced to a phase level pursuant to this subsection 
unless the patient[client] has previously been at that phase level 
after having satisfied the requirements of each phase. 
 (g)[(h)] Treatment shall be continued as long as it is medically 
necessary based upon the clinical judgment of the medical 
director, program physician, or program prescriber [physician] 
and staff. 
 (h)[(i)] Scheduled withdrawal shall be under the immediate 
direction of the medical director, program physician, or program 
prescriber[physician] and shall be individualized. 
 (i)[(j)] A patient[client] may voluntarily terminate participation in 
an NTP even if termination is against the advice of the NTP. 
 (j)[(k)] Except as established in subsection (15)(e) of this 
section, either voluntary or involuntary termination shall take place 
over a period of time not less than fifteen (15) days, unless: 
 1. The medical director, program physician, or program 
prescriber[physician] deems it clinically necessary to terminate 
participation sooner and documents the reason in the 
patientôs[clientôs] record; or 
 2. The patient[client] requests in writing a shorter termination 
period. 
 (k) Patients who are voluntarily and involuntarily terminated 
shall be offered the following prior to discharge: 
 1. Overdose education; 
 2.a. A Federal Drug Administration approved opioid overdose 
reversal agent; or 
 b. A Federal Drug Administration approved opioid overdose 
reversal agent prescription; and 
 3. Referral with appointment to the level-of-care appropriate 
and accessible to the patient. 
 (14) Exceptions. 
 (a) The medical director, program physician, or program 
prescriber[physician] may grant an exception to the criteria for 
take-home dosages for any of the following reasons: 
 1. The patient[client] has a serious physical disability that 
would prevent frequent visits to the program facility; or 
 2.a. The patient[cliens] is subject to an exceptional 
circumstance such as acute illness, family [add]crisis, or 
necessary travel; and 
 b. Hardship would result from requiring exact compliance with 
the phase level schedule established in subsection (12) of this 
section. 
 (b) Exception to the criteria for take-home dosages shall: 
 1. Be subject to the limitations in this administrative regulation; 
and 
 2. Have written approval from the SNA that shall be filed in the 
patient[client] record. 
 (c) If a patient[client] is required to travel out of the program 
area, the medical director, program physician, or program 
prescriber physician] shall attempt to arrange for the 
patientôs[clientôs] daily dosage to be received at another program in 
lieu of increasing take-home dosages. 
 (d) The medical director, program physician, or program 
prescriber[physician] shall document in the patientôs[clientôs] record 
the granting of any exception and the facts justifying the exception. 
 (e) Each program shall maintain a separate record for all 
exceptions granted. 
 (f) The SNA shall not grant additional exceptions, except in 
cases of medical emergency or natural disaster, such as fire, flood, 
or earthquake. 
 (g) Patient take home exceptions shall be entered into the 
Substance Abuse and Mental Health Services Administrationôs 
system in accordance with the system's requirements. 
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 (h) Emergency Dosing. 
 1. Under emergency conditions a program may issue take-
home doses in accordance with this subsection. 
 2. Within forty-eight (48) hours after administration of the first 
emergency dose, an NTP shall: 
 a. Notify the SNA in writing; 
 b. Submit justification of the emergency dose or doses; and 
 c. Request permission for any subsequent dose after the first 
two (2) doses. 
 3. Subsequent emergency doses shall not be given unless 
permission is received by the SNA. 
 4. This request shall include the: 
 a. Number of take-home doses requested; 
 b. Reason for the request; 
 c. Patientôs[Clientôs] standing in program phases; 
 d. Patientôs[Clientôs] adherence to program policies; and 
 e. Total length of time the patient[client] has been enrolled at 
the NTP. 
 (15) Patient[Client] program compliance and infractions. 
 (a) If a patient has a non-compliance issue as described in 
section 7(12)(c) of this administrative regulation[client commits a 
program infraction], the counseling staff shall review and modify 
the treatment plan to assist the patient[client] in complying with 
program policies. 
 (b) If a patient[client] continues to have non-compliance 
issues[commit infractions] and the medical director, program 
physician, or program prescriber[physician] determines additional 
intervention is warranted, the director, program physician, or 
prescriber[physician] may: 
 1. Move the patient[client] back to an earlier treatment phase; 
[or] 
 2. Limit or revoke the patientôs[clientôs] take-home privileges; 
 3. Increase the frequency of counseling sessions; 
 4. Increase the frequency of drug screen samples; or 
 5. Increase the medication dose to reduce cravings. 
 (c) If a patient commits a program infraction as described in 
section 7(12)(b) of this administrative regulation[the client 
continues to commit program infractions], the patient[client] may be 
involuntarily terminated from the program based on the 
recommendation of the medical director, program physician, or 
program prescriber[physician]. 
 (d) A patientôs[clientôs] participation in an NTP may be 
involuntarily terminated for cause. Cause shall include: 
 1. Polydrug use if risk of co-use outweighs risk of overdose 
death following termination of methadone treatment[abuse]; 
 2. Diversion of an approved controlled substance; 
 3. Violence or threat of violence to program staff or other 
patients[clients] in the program; or 
 4. Dual enrollment in another NTP. 
 (e) If the medical director, program physician, or program 
prescriber[physician] determines that the patientôs[clientôs] 
continued participation in the program creates a physically 
threatening situation for the staff or other patients[clients], the 
patientôs[clientôs] participation may be terminated immediately. 
 (f) A patient[client] shall be given written notice of a decision to 
terminate their[his or her] participation in the program, which shall 
include the reasons for the termination. 
 (16) Program monitoring. If an NTP fails to comply with the 
requirements in this administrative regulation, the SNA may take 
action in accordance with 908 KAR 1:370, Sections 5 and 20. In 
addition to the authority to deny, suspend, or revoke a license in 
accordance with 908 KAR 1:370, the SNA may: 
 (a) Order the NTP to discontinue all or part of the take-home 
doses of any approved controlled substance used in the NTP; 
 (b) Restrict the NTPôs take-home procedures to the provision 
of emergency take-home doses in accordance with subsection (14) 
of this section; or 
 (c) Order the NTP to discontinue the utilization of any drug 
approved for use in narcotic treatment programs. 
 (17) Waivers[ and Exemptions]. (1) The cabinet may grant a 
waiver to any part of this administrative regulation if: 
 (a) The governor declares a state of emergency; or 
 (b)[(2)] An NTP may request a waiver[an exemption] in 

accordance to 42C.F.R 8.11(h)[a waiver] from the SNA from any 
requirement of this administrative regulation. 
 (18)[(2)](a) This application for a waiver[an exemption][a 
waiver] shall: 
 1. Be in the form of a letter to the SNA; 
 2. Identify the specific sections of this administrative regulation 
for which a waiver[an exemption][a waiver] is being sought; and 
 3. Give the rationale for the request. 
 (b) If a waiver[an exemption [a waiver] pertains to a client, a 
copy of a waiver[an exemption][the waiver] request and response 
shall become part of the client's permanent record. 
 (c) An application for a waiver[an exemption][a waiver] 
request shall be mailed to: Kentucky State Narcotic Authority 
Department for Behavioral Health, Developmental and Intellectual 
Disabilities, 275 East Main Street, Frankfort, Kentucky 40621. 
 (d) Approval or denial of a waiver[an exemption][a waiver] 
shall be based upon a review of the merits of the request, taking 
into consideration: 
 1. Public safety; 
 2. Practicality; and 
 3. The purpose of the requirement for which a waiver[an 
exemption][waiver] is requested. 
 (e) A waiver[an exemption] [waiver] shall expire twelve (12) 
months from the date the waiver[an exemption][waiver] is granted 
unless the SNA gives an earlier expiration date. 
 [(f) A waiver given prior to January 1, 2020 shall expire on 
January 1, 2020.] 
 
 Section 8. In-home services. (1) An outpatient AODE may 
provide the following services in person, in a patientôs home: 
 (a) One (1) or more of the outpatient services established 
by Sections 2 through 5 of this administrative regulation; or 
 (b). Medications for addiction treatment, excluding 
methadone-based treatment, under the direction of a 
Kentucky-licensed: 
 1. Physician who complies with the prescribing and 
dispensing standards of 201 KAR 9:270; or 
 2. Advanced practice registered nurse who complies with 
the prescribing and dispensing standards of 201 KAR 20:065. 
 (2) An outpatient AODE that provides in-person, in-home 
services exclusively shall be exempt from the physical 
environment requirements of Section 9 of this administrative 
regulation if the AODE has a business office located in 
Kentucky. 
 
 Section 9. Physical Environment. (1) Accessibility. An 
outpatient AODE shall meet requirements for making buildings and 
facilities accessible to and usable by individuals with physical 
disabilities in accordance with KRS 198B.260 and 815 KAR 7:120. 
 (2) Fire safety. An outpatient AODE shall be approved by the 
State Fire Marshal's office prior to initial licensure or if the AODE 
changes location. 
 (3) Physical location and overall environment. 
 (a) An outpatient AODE shall: 
 1. Comply with building codes, ordinances, and administrative 
regulations that are enforced by city, county, or state jurisdictions; 
 2. Display a sign that can be viewed by the public that contains 
the facility name, hours of operation, and a street address; 
 3. Have a publicly listed telephone number; 
 4. Have a dedicated phone number to send and receive faxes 
with a fax machine that shall be operational twenty-four (24) hours 
per day or use encrypted electronic messaging technology; 
 5. Have a reception and waiting area; 
 6. Provide a restroom for patient[client] use; and 
 7. Have an administrative area. 
 (b) The condition of the physical location and the overall 
environment shall be maintained in such a manner that the safety 
and well-being of patients[clients], personnel, and visitors shall be 
assured. 
 (4) Additional requirements for NTPs. 
 (a) The building used for the NTP shall meet the requirements 
of 21 C.F.R. 1301.74(j). 
 (b) The waiting area shall be separated from the dosing area to 
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permit each patient[client] privacy and confidentiality at the time of 
dosing. 
 (c) The dosing area shall be clean and sanitary and shall 
contain: 
 1. A sink; 
 2. Hot and cold running water; and 
 3. Pill-counting trays if tablets are being used. 
 (d) The security and floor plan of the dosing area shall be in 
accordance with 21 C.F.R. 1301.72. 
 (e) The facility shall have two (2) restrooms, which shall be 
accessible to patients[clients] with disabilities. 
 (f) Restrooms available to patients[clients] to provide urine 
specimens shall be: 
 1. Secure; 
 2. Clean; and 
 3. Sanitary. 
 (g) The building shall be secured by a local security company 
approved by the DEA and the SNA. 
 (h) There shall be a minimum of two (2) panic buttons or 
similar devices for each NTP with: 
 1. One (1) in the reception area; and 
 2. One (1) in the dosing area. 
 (i) There shall be a telephone with an outside line accessible in 
the dosing area. 
 (j) Internal security shall meet the requirements of 21 C.F.R. 
1301.74(b), (h), (i), (j), (k); 1301.91; 1301.92 and shall be installed 
only after consultation with the DEA and the SNA. 
 (k) Parking spaces at the clinic site shall be adequate to 
accommodate the maximum number of patients[clients] expected 
to be at the clinic site at one (1) time. 
 
 Section 10.[Section 9.] Incarcerated Individuals. (1) An NTP 
may provide FDA-approved medications for opioid use disorder for 
incarcerated individuals. 
 (2) The NTP shall: 
 (a) Submit a waiver application to the SNA identifying the 
services the NTP can and cannot provide directly to the 
incarcerated individual in accordance with Section (7); or 
 (b) Facilitate the transfer of the incarcerated individual to a 
corrections based NTP, if available. 
 (3) Document in the incarcerated individuals record: 
 (a) The program physician or program director's coordination 
efforts with the jail; and 
 (b) The date(s) of incarceration, reason(s), and circumstances 
involved. 
 
 CONTACT PERSON: Krista Quarles, Policy Analyst, Office of 
Legislative and Regulatory Affairs, 275 East Main Street 5 W-A, 
Frankfort, Kentucky 40621; phone 502-564-6746; fax 502-564-
7091; email CHFSregs@ky.gov. 
 
 

CABINET FOR HEALTH AND FAMILY SERVICES 
Office for Children with Special Health Care Needs 
Children with Special Health Care Needs Services 

(As Amended at ARRS, February 14, 2023) 
 
 911 KAR 1:060. Medical staff. 
 
 RELATES TO: KRS 45A, 200.460, 313.035 
 STATUTORY AUTHORITY: KRS 194A.030(5) 
 NECESSITY, FUNCTION, AND CONFORMITY: KRS 
194A.030(5) authorizes the Office for Children with Special Health 
Care Needs to promulgate administrative regulations to implement 
and administer its responsibilities under KRS 200,460 to 200.490. 
This administrative regulation establishes requirements relating to 
the Office for Children with Special Health Care Needs Medical 
Staff. 
 
 Section 1. Definitions. (1) "Advanced practice registered nurse" 
is defined by KRS 314.011(7). 
 (2) "Dentist" is defined by KRS 313.010(10). 
 (3) "MAC" means the Medical Advisory Committee, which is an 

internal OCSHCN committee that consists of thirteen (13) 
members and advises OCSHCN on issues pertaining to medical 
staff qualification, credentialing, quality, and other related issues. 
 (4) "OCSHCN" means Office for Children with Special Health 
Care Needs. 
 (5) "Physician" is defined by KRS 311.550(12). 
 (6) "Physician assistant" is defined by KRS 311.840(3). 
 (7) "Psychologist" is defined by KRS 319.010(9). 
 
 Section 2. Qualifications for Acceptance to OCSHCN Active 
Medical Staff. (1) In order to be eligible for acceptance to the 
OCSHCN active medical staff, an individual shall be: 
 (a) Licensed to practice in Kentucky as a: 
 1. Physician; 
 2. Dentist; 
 3. Advanced practice registered nurse; 
 4. Physician assistant; or 
 5. Psychologist; and 
 (b) Able to document: 
 1. Background, experience, training, and competence; 
 2. Adherence to the ethics of the individualôs profession; 
 3. Professionalism; and 
 4. Interpersonal skills. 
 (2) A physician or dentist shall be: 
 (a)1. Eligible for membership in the national medical or dental 
society; or 
 2. Enrolled as a member of the national medical or dental 
society; and 
 (b) Enrolled as a participating provider in the Kentucky 
Medicaid program, in accordance with 907 KAR 1:672. 
 (3) For specific medical specialties, for which there is a 
generally recognized certification by a board giving examinations in 
the field, the individual shall be: 
 (a) Eligible to sit for the examination of the board; or 
 (b) Board certified. 
 (4) [The OCSHCN executive director, upon advice of the MAC, 
may exempt an individual from the requirements established in 
subsection (3) of this section if the individual: 
 (a) Agrees to provisional status for twelve (12) months; and 
 (b) Agrees to provide the MAC at the completion of twelve (12) 
months, with three (3) references, including: 
 1. Two (2) peer reference letters that: 
 a. Are written by Kentucky physicians, dentists, or 
psychologists as appropriate; and 
 b. Are completed on the: 
 (i) OCSHCN-60g, Peer Reference Letter Medical or Dental; or  
 (ii) OCSHCN-60h, Peer Reference Letter Psychologist; and 
 2. One (1) reference letter that: 
 a.(i) Is written by the medical director of a Kentucky childrenôs 
hospital where the individual is  
 (ii) If not on medical staff at a childrenôs hospital, is written by 
the medical director at the Kentucky hospital where the individual is 
on medical staff and admits the majority of the individualôs patients; 
and 
 b. Is completed on the OCSHCN-60j, Facility Recommendation 
Letter. 
 (5)] For initial appointment to the medical staff in a dental 
specialty area, the individual shall be licensed in the specialty area, 
in accordance with KRS 313.035 and 201 KAR 8:532. 
 
 Section 3. Categories of Medical Staff. The medical staff shall 
consist of the following categories: 
 (1) Temporary active status, pursuant to Section 6 of this 
administrative regulation; 
 (2) Active status, pursuant to Sections 2, 4, and 5 of this 
administrative regulation; and 
 (3) [Provisional status, pursuant to Sections 2, 4, 5, and 7 of 
this administrative regulation; and 
 (4)] Contracted status, pursuant to Section 7[8] of this 
administrative regulation. 
 
 Section 4. Initial Application Process for Active Medical Staff. 
(1) An individual seeking initial appointment to the medical staff 
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http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000010&cite=KYSTS194A.030&originatingDoc=I98FD9901AC254111B39EB733952130BE&refType=SP&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Default)#co_pp_362c000048fd7
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000010&cite=KYSTS194A.030&originatingDoc=I98FD9901AC254111B39EB733952130BE&refType=SP&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Default)#co_pp_362c000048fd7
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000010&cite=KYSTS194A.030&originatingDoc=I98FD9901AC254111B39EB733952130BE&refType=SP&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Default)#co_pp_362c000048fd7
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000010&cite=KYSTS314.011&originatingDoc=I98FD9901AC254111B39EB733952130BE&refType=SP&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Default)#co_pp_794b00004e3d1
http://www.westlaw.com/Link/Document/FullText?findType=L&pubNum=1000010&cite=KYSTS313.010&originatingDoc=I98FD9901AC254111B39EB733952130BE&refType=SP&originationContext=document&vr=3.0&rs=cblt1.0&transitionType=DocumentItem&contextData=(sc.Default)#co_pp_f19d0000e06d3
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shall submit to OCSHCN a completed application packet 
containing: 
 (a) A completed and signed: 
 1. a. OCSHCN-60a, Application for Active Medical or Dental 
Staff, if the individual is a dentist or physician; 
 b. OCSHCN-60b, Application for Active Medical APRN Staff, if 
the individual is an advanced practice registered nurse; 
 c. OCSHCN-60c, Application for Active Psychology Staff, if the 
individual is a psychologist; or 
 d. OCSHCN-60d, Application for Active Medical Physician 
Assistant Staff, if the individual is a physician assistant; 
 2. OCSHCN-60e, Authorization, Attestation, and Release; and 
 3. OCSHCN-60f, Anti-Harassment and Discrimination 
Acknowledgment; 
 4. Two (2) OCSHCN- 60g,[ Two] Peer Reference 
Letter[Letters] Medical or Dental; 
 (b) A copy of the individualôs current Council for Affordable 
Quality Healthcare (CAQH) application; 
 (c) A current curriculum vitae; 
 (d) A copy of the individualôs malpractice insurance 
endorsement; and 
 (e) The applicable information required by subsections (2) 
through[though] (5) of this section. 
 (2) If the individual is a dentist or physician, the following 
attachments shall be included: 
 (a) A copy of the individualôs license to practice, issued by the 
Kentucky: 
 1. Board of Dentistry; or 
 2. Board of Medical Licensure; and 
 (b) If applicable, a copy of the individualôs current Form DEA-
223, Controlled Substance Registration Certificate issued by the 
United States Department of Justice, Drug Enforcement 
Administration. 
 (3) If the individual is an advanced practice registered nurse, 
the following attachments shall be included: 
 (a) A copy of a signed Collaborative Practice Agreement 
between the physician and the individual, as submitted to the 
Kentucky Board of Nursing; and 
 (b) A copy of the individualôs current credentialing from the: 
 1. American Nurses Credentialing Center (ANCC); or 
 2. American Academy of Nurse Practitioners (AANP). 
 (4) If the individual is a psychologist, the application packet 
shall include a copy of the individualôs license to practice, issued by 
the Kentucky Board of Examiners of Psychology. 
 (5) If the individual is a physician assistant, the following 
attachments shall be included: 
 (a) A copy of the individualôs license to practice, issued by the 
Kentucky Board of Medical Licensure; 
 (b) A copy of the initial and any applicable Supplemental 
Application for Physician to Supervise Physician Assistant, as 
submitted to the Kentucky Board of Medical Licensure; and 
 (c) A copy of the National Commission on Certification of 
Physician Assistants (NCCPA) certification. 
 
 Section 5. Procedures for Application Review and 
Appointment. (1) Within seven (7) working days of receipt of the 
application pursuant to Section 4 of this administrative regulation, 
designated OCSHCN staff shall request that: 
 (a) Individuals listed as references complete the[: 
 1.] OCSHCN 60g, Peer Reference Letter Medical or Dental[; or 
 2. OCSHCN 60h, Peer Reference Letter Psychologist, if the 
individual is a psychologist]; and 
 (b) An individual submit missing information or other required 
documents necessary to an evaluation of the individualôs 
qualifications. 
 (2) If the documentation requested pursuant to subsection (1) 
of this section is not received by OCSHCN within forty-five (45) 
working days from the date of the request, designated OCSHCN 
staff shall notify the individual in writing that: 
 (a) The individual shall be responsible for following up to obtain 
missing information and ensuring receipt by OCSHCN within 
twenty (20) working days of written notice; 
 (b) Failure to submit the missing information within twenty (20) 

working days of written notice under paragraph (a) of this 
subsection shall result in the application being placed in closed 
status without further review; 
 (c) Reapplication for staff appointment shall not be considered 
for a period of six (6) months from the date of the notice that the 
application has been closed pursuant to paragraph (b) of this 
subsection; and 
 (d) Reapplication for staff appointment shall be processed as 
an initial application. 
 (3) Upon receipt of documentation requested pursuant to 
subsection (1) of this section, designated OCSHCN staff shall 
make the application and other documentation available to the 
MAC chair, who shall present the application at the next meeting of 
the MAC. 
 (4) The MAC shall: 
 (a) Ensure that all necessary documents and investigations 
have been validated with objectivity, fairness, and impartiality, and 
that recommendations are soundly based and compatible with the 
objectives of OCSHCN; 
 (b) Determine if the individual meets all necessary 
qualifications for the category of staff membership and clinical 
privileges requested; 
 (c) If the MAC determines that the individual meets all 
necessary qualifications for the category of staff membership and 
clinical privileges requested, recommend to designated OCSHCN 
staff: 
 1. Appointment to the appropriate staff category; and 
 2. Granting of privileges according to the specialty to which the 
individual shall be assigned; and 
 (d) If the MAC determines that the individual does not meet all 
necessary qualifications for the category of staff membership and 
clinical privileges requested: 
 1. Defer consideration of the application, if clarifying 
information is needed; or 
 2. Reject the application. 
 (5) Upon the MAC approving the individual, designated 
OCSHCN staff shall add the individual approved in accordance 
with this section to OCSHCNôs active medical staff for a period of 
three (3) years. 
 (6) An individual aggrieved by an adverse decision pursuant to 
subsection (4)(d) of this section may request to address the MAC 
to seek reconsideration pursuant to Section 12[13] of this 
administrative regulation. 
 
 Section 6. Temporary Active Medical Staff. (1) The executive 
director or designee may make a temporary active medical staff 
appointment if necessary to provide clinical coverage. This type of 
staff appointment shall be: 
 (a) Emergency in nature; 
 (b) Made based on information currently available that may 
reasonably be obtained as to the competence and ethical standing 
of the individual; and 
 (c) Reviewed by the MAC within six (6) months following the 
appointment. 
 (2) A temporary active medical staff appointment shall last no 
longer than six (6) months, at which time the appointment shall be 
eligible for conversion to the active medical staff pursuant to the 
processes established in Sections 4 and 5 of this administrative 
regulation. 
 (3) Each appointee to the temporary active medical staff shall 
have an assigned member of the active medical staff review 
performance during clinic and make recommendations to the MAC 
as necessary regarding conversion to the active medical staff. 
 (4) An appointee to temporary active medical staff status shall 
be compensated in accordance with Section 10[11] of this 
administrative regulation. 
 
 [Section 7. Provisional Staff. (1) In accordance with Section 
2(4) of this administrative regulation, the executive director may 
make a provisional staff appointment if an individual meets the 
requirements of Sections 2, 4, and 5 of this administrative 
regulation. 
 (2) An appointment to provisional status shall be effective for 


























































































































































































































